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A Self-Aligning Method of Treating Fractures 
of the Long Bones* 


ROGER ANDERSON, M.D., F.A.CS., F.1L.C.S. 
SEATTLE, WASHINGTON 


HE displacing force of muscles 

has long been accepted as the main 

obstacle to reduction, and past 
methods of fracture treatment have been 
based on means of combating this muscle 
pull. However, when the muscles are 
not treated as hostile forces but utilized 
as friendly agents, they provide the 
basis for a self-aligning technic. 
requisite for converting muscles and 
fasciae into codperating agents is a 
form of skeletal traction and skeletal 
countertraction in line with the axis of 


the fractured bone which permits free’ 


movement of the fragments while under 
traction. 


TRACTION AND COUNTERTRACTION 


It has been recognized that adequate 
traction will overcome shortening, and 
of late it has been generally accepted 
that the best means of obtaining such 
traction is by skeletal transfixation. 
However, in evaluating traction, con- 
sideration must be given to the fact that 
traction is no more effectual than its 
countertraction. Our experience has 
demonstrated that the most efficient 
form of countertraction is that obtained 
by dual skeletal transfixation of the 
superior fragment, and to be most ef- 
fective the traction-countertraction pull 


*Presented at the Fourth International Assembly of the 
International College of Surgeons, New York City, June, 1943. 


The. 


must be in line with the axis of the 
fractured bone. 











Fig. 1. When traction is exerted in the longitudinal _ 

axis of the fragments with countertraction applied 

directly to the upper fragment, it will correct both the 

shortening and the general alignment. (For clarity 

only muscles on anterior and posterior sides of 
humerus are illustrated.) 
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While the combined force of compe- 
tent skeletal traction and countertrac- 
tion will reéstablish length, it cannot in 
itself effect reduction. But if the trac- 
tion force is applied in such a manner 
that the fragments are free to move 
while under traction, the muscles and 
fasciae will virtually cause a self-align- 
ment of the fragments. Such realign- 
ment occurs because the fragments are 
literally enveloped in a tube of soft tis- 
sues, consisting of varying degrees of 
elastic muscles, flexible fasciae, and pli- 
able soft tissue such as skin and blood 
vessels. When the traction and counter- 
traction force is exerted in the longi- 
tudinal axis the sides of the resilient 
tube are tightened, molding the frag- 
ments into a straight line. 


























f ») > 
(/ 
A 
~~ 
” 
| 

B 

=I a4 > 
C 





Fig. 2, A. Correction of rotational displacement by 
an untwisting action can be demonstrated by partially 
screwing on the nozzle of a rubber garden hose and 
then exerting traction by grasping the nozzle with one 
hand and pulling in the axis of the hose. while the 
other hand pulls in the opposite direction for counter- 
traction. B. With the same amount of traction main- 
tained, a second person twists the end of the hose 
close to the nozzle. C. Note that while the same 
amount of traction is being exerted, when the twisting 
grasp is released the hose, being elastic, will twist back 
into the original position. This is made possible be- 
cause the hose is free to rotate at the nozzle. 


FRACTURES OF THE LONG BONES 


ROTATION 


The overcoming of shortening and 
the correction of angulation are but 
steps in reduction since there can be no 
reduction until there has been full cor- 
rection of rotational displacements. 

















Fig. 3. Manual traction and countertraction. supple- 
mented by manual manipulation of the fragments, is 
the simplest way of obtaining reduction. 


The necessity of correcting a rotational 
deformity, if a poor functional result is 
to be avoided, has been stressed by Paul 
Magnuson and others for many years. 
Fortunately, anatomic rotational appo- 
sition can be readily achieved, provided 
the superior fragment is rotated and 
held in the normal position with the 
distal fragment free to rotate under 
traction that is in line with the longi- 
tudinal axis of tlie bone. 

The explanation of this self-correc- 
tion lies in the fact that a malrotation 
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Fig. 4. Reduction by these principles can be achieved 
on any standard fracture table, provided the distal 
fragmeat is rotated and manipulated back into its 
normal position, and that after traction in the long 
axis of the distal fragment has been applied, reduction 
is completed by manually manipulating the superior 
fragment into contact with the distal face. 


will cause a twisting effect on the tube 
of elastic soft tissues around the frac- 
ture site, with a resulting increased ten- 


sion on the tube. This increased tension ’ 


will cause the tube to “untwist” itself 
and return to the position of least ten- 
sion, that of apposition, provided the 





Fig. 5. Perfection of reduction can best be achieved 
by use of the free-rotating, self-aligning apparatus. 
Skeletal countertraction to the superior fragment is in 
line with the long axis of the fragment, leaving it free 
to move in both sidewise and vertical directions as 
traction is applied. The rotatory displacement of the 
superior fragment is first mechanically corrected and 
held in the normal or mid position of rotation. 
The distal fragment is so held in the splint that even 
under traction this fragment can move easily in side- 
wise and vertical directions and also can be freely 
rotated upon the normal anatomic axis. This inherent 
ability of the fragments to freely move while the 
traction-countertraction force is being exerted permits 
the resilient tube of muscles, fascia, and soft tissue to 
mold the fragments into alignment. Moreover, if indi- 
cated, each fragment may be manually manipulated 
and then mechanically held in any desired position. 


distal fragment is left free to rotate as 
traction is being exerted. 


REDUCTION 


Traction force for reduction can be 
obtained in one of the following ways, 
as illustrated below: (1) manual; (2) 
fracture table; (3) self-aligning ap- 
paratus. 


IMMOBILIZATION 


After a reduction has been obtained, 
positive fixation is obviously imperative. 
A practical and direct means of fixation 
is achieved by utilizing the transfixions 
that were previously placed in each 
fragment for reduction purposes. Posi- 
tive immobilization can be maintained 
by joining these two sets of V-trans- 























Fig. 6. For castless immobilization a positive means 
of fixation ean be fabricated in the desired shape and 
size to fit the individual patient. A. Round rod used 
for fracture rod or for fixation rod, B. Single pin- 
clamp. C. Steinmann pins or wires. D. Double rod- 
clamp. Lower figure shows how from these pins, 
inserted at an angle to each other, a fracture unit is 
fabricated. Immobilization is secured by joining the 
superior and distal fracture units with a fixation rod. 
In compound fractures, if desired, a combination of 
plaster and rods may be used. 


fixions in one of the following ways: 
(1) incorporating transfixions in a plas- 
ter splint or circular cast; (2) connect- 
ing pins with external rod or square 
tube; (3) combining plaster and rod 
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technics (especially applicable for com- 
pound fractures). 

When transfixions are incorporated, 
the plaster-of-Paris splint or cast need 
extend only the length of the fractured 
bone, leaving, in the case of a femur, 
both the knee and hip joints free to 
move. Drawbacks to plaster for simple 
fractures are the time it takes to apply 
and set up, the fact that it absorbs 
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Fig. 7. A. In 1921 Putti reported in America on the 
use of his external traction rod, illustrated above. 
The first report ever made on the reduction and im- 
mobilization of fractures by the angular placement of 
two half-pins into each fragment was presented by 
the author before the American Academy of Ortho- 
pedic Surgeons in January, 1935. With the later 
method the patient could become ambulatory immedi- 
ately. For instance, a patient with a fracture of the 
femur was able to get up and walk on crutches and 
move his hip and knee joints. In spite of the publica- 
tion of these papers in the official journals of the 
American medical societies, some authors, through the 
lay and medical press, are leading the public to believe 
that this technic is a recent contribution of their own. 
B. An examination of this reported “new discovery” 
reveals it to be just a combination of Putti’s fracture 
turnbuckle and the Roger Anderson half-pins. With 
this combination the threaded rod supplies traction, and 
the half-pins supply handles to manipulate and hold 
the fragments, but this combination cannot be used 
for rotation. In facet it prohibits any attempt to 
correct rotational deformity. Therefore, it cannot be 
used as a reduction splint. Indiscriminate use as 
advocated for a reduction splint can only lead to dis- 
aster. Moreover, as the fragments are not free to 
rotate or move on their axis while traction is being 
applied, the muscles are prohibited from effecting re- 
duction. Furthermore, since the traction force is not 
exerted in line with the axis of the bone but to the 
lateral side, the more traction applied the more 
the tendency to angulation. 





moisture, and that it is heavier and more 
cumbersome than the rod. Absorption 
at the ends of the bones in transverse 
fractures frequently calls.for reimpact- 
ing the fragments. With plaster this 
takes a little longer, but can be easily 
accomplished by cutting and removing 
a thin, circular segment, like a piston 
ring, from over the site of the fracture. 

The smooth rod supplies the most 
simple fixation means. Its advantage 
lies in quick application and ease of 
reéstablishing contact if absorption 
should occur, as in transverse fractures. 
The device is light, the rod, pins and 
clamps for a fractured femur. weighing 
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as little as twelve ounces. In spite of 
their lightness, they are sturdy enough 
to hold the fracture. After reduction 
has been obtained, the rod can be ap- 
plied in a few minutes’ time and the 





of 
rh 
on 
p- 
he 





ROGER ANDERSON 5 


patient can be transported with safety. 
Moreover, as soon as he recovers from 
the anesthetic, he may be fully dressed 
and up on crutches. The whole field is 
always exposed for physical and radio- 
graphic examination. 


TYPES OF FRACTURES 


Although this technic was originated 
for fractures of the shaft, with some 
minor alterations it may be applied to 
all fractures of the long bones, whether 
spiral, oblique, 


they are transverse, 


dismissed by a review of high school 
chemistry. To have a battery action it 
is necessary for the two electrodes to be 
of dissimilar metals, as reported by 
Stuck and Venable. An explanation of 
this action is diagrammed below. 


SPECIFIC FRACTURES 


While these aligning principles of 
treatment apply to all shaft fractures, 
there are a few that call for additional 
consideration. As a general rule with 
fractures mm the upper third of the shaft 

















Fig. 8. A. Electric activity can only be generated in a battery when the electrodes are of different metals. In the 

above illustration the electrodes c and d are of dissimilar metals and current is registered on the galvanometer. 

B. In this illustration the two electrodes, d and d, are of the same metal so battery action cannot take place, 

galvanometer does not register, and there is no electrolysis. C. As the half-pins (electrodes) in the fragments are 

of the same metal there is no electrolysis. Therefore, as no current can be generated, there is no need to use 
plastic non-conducting pin holders or to give electrolysis clinical consideration. 


comminuted or compound. This method 
also controls the troublesome fractures 
that extend into elbow, wrist and knee 
joints, os calcis fractures, and fracture- 
dislocations of the ankle. Furthermore, 
any type of transfixions, Steinmann 
through-and-through pins, Kirschner 
wires, or Roger Anderson half-pins, can 
be employed equally well and can be 
inserted from either side, at the desired 
angle, and any distance apart. 


ELECTROLYSIS 


Insertion of two pins into each frag- 
ment has raised the question of elec- 
trolysis. This question can be quickly 


it is best not only to rotate the superior 
fragment back into normal position but 
to bring it back into the normal axis of 
the limb and hold it there before apply- 
ing traction. In fractures m the center 
portion of the shaft, only the rotational 
displacements of the superior fragment 
need be corrected before traction is ap- 
plied, leaving the end of this superior 
fragment free to move in a vertical and 
in a sidewise direction. A maneuver 
that may be performed before traction 
is exerted is a manual manipulation of 
the ends of both fragments into a medial 
and then into anterior angulation, after 
which with a posterior downward pres- 
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Fig. 9. A. In high femoral shaft fractures there is a relatively small amount of longitudinal muscle sheath 

directly around the fracture site in comparison to the large group of muscles having their origin in the pelvis 

and their insertion in the lower extremity. B. While the usual traction, if sufficient, can overcome the shortening, 

apposition will not be accomplished. C. However, apposition can be achieved by using the V-transfixation to 

rotate and to bring the upper fragment back into its normal position, and to hold it there. Then after axial 

traction has been applied, the superior end of the distal fragment is manually brought laterally back in line and 
reduction is achieved by the free rotating movement of the distal fragment. 


sure the fragments are forced into the 
normal position as traction is being 
exerted. 

A subtrochanteric fracture, recog- 
nized as a stubborn fracture to manage 
because of the unusual muscle pull, can 
be controlled when these principles are 
employed, provided the superior frag- 
ment is first brought back into normal 
position and that, after traction has been 
exerted, the superior end of the distal 
fragment is brought back to the midline 
and fastened there. 

Other fractures that have caused a 


good deal of difficulty are the supra- 
condylar and the femoral T-fractures 
into the knee jowmt. Past methods of 
treating these fractures with the knee 
in flexion have helped to overcome the 
posterior displacement of the distal 
fragment, but this position of flexion 
prevented rotation of the distal frag- 
ment, as illustrated below. However, 
with the self-aligning technic, reduction 
is routinely effected with more ease if 
the knee is kept in extension. 
Compound fractures: A combination 
of V-transfixation, fixation rods, and 
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Fig. 10. A. In this spiral fracture of the distal third, traction as usually employed has overcome the shortening, 
but the rotational displacement still persists. No amount of lateral pressure or sidewise manipulation, or increase 
of the traction force, can effect a reduction. With the lower leg in flexion, position literally freezes the distal 
fragment, preventing rotation. B. But with this technic, control through dual transfixation corrects the posterior 
displacement of the distal fragment. Therefore, the knee will not need to be in flexion but can be kept extended. 


This position permits the distal fragment to rotate freely. 


Thus opposition can be easily obtained through 


unrestricted operation of the self-aligning principles. 


plaster supplies a practicable approach 
for the treatment of compound frac- 
tures. All the advantages of Orr’s 
method or ‘Trueta’s modification are 
utilized and their disadvantages are 
minimized. As the plaster becomes satu- 
rated and odorous, the cast can be re- 
moved and discarded with or without 





Fig. 11. 

graduate nurse. Airplane accident resulted in frac. 

tures of shafts of both femorae, complicated by intra- 
capsular fracture of left patella, 


Lateral X-rays before reduction of E. C., 


disturbing the original compound wound. 
This change of plaster can be done with 





Fig. 12. 


Lateral X-rays after reduction (5/31/43). 


safety as often as is indicated since the 
rod and the transfixions will securely 
hold the fragments in alignment until 
consolidation is complete. Meanwhile, 
the patient may be ambulatory and at 
an early date the contiguous joints may 
be exposed and thereafter moved with 
safety. 
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SUMMARY 


Reduction can be accomplished with 
more ease and less danger when muscle 
pulls and fascial tensions are intel- 
ligently directed rather than vigorously 
combatted, provided the following two 
requisites are employed. First, skeletal 
traction and skeletal countertraction 
must be exerted in the longitudinal axis 
of the fractured bone, and second, one 
or both fragments should be free to 
move while traction is being exerted. 


RESUME 


La rédtction des fractures des os 
longs s’accomplit plus facilement et 
avec moins de dangers si les tractions 
musculaires et les tensions fasciales sont 
dirigées intelligemment plut6t que com- 
battues vigoureusement. I] faut pre- 
miérement que la traction sequelettale 
soient exercées dans l’axe longitudinal 
de l’os fracturé; et secondement, que 
l'un ou les deux fragments soient mo- 
bilisables pendant que l’os est soumis a 
la traction et a la contra-traction. 


SUMARIO 


La reduccién de fracturas de los 
huesos largos puede ser efectuada con 
mayor facilidad y menos riesgos cuando 
la traccién muscular y la tensién de la 
fascia son intelligentemente ejecutadas 
que empleando fuerza vigorosa, con tal 
que se sigan los requisitos siguientes: 
1° Traccion esqueletal y traccion contra- 
esqueletal debe ser aplicada en le eje o 


axes longitudinal del hueso quebrado; 
vy 2° uno o ambos fragmentos deben ser 
mobiles durante la accién de traecién y 
contratraccion. 


A.P. X-rays after reduction (5/31/43). 


Fig. 13. 
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nerecoodpasno. 
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Surgical Treatment of Tuberculous and Malignant 
Diseases of the Respiratory System 
CHAS. M. GRIFFITH, M.D.* 
WASHINGTON, D.C. 

N our program of treatment of clinical director, tuberculosis specialist, 
tuberculosis, surgical collapse in chest surgeon, roentgenologist and the 
some form plays an important role. | ward physician in charge of the patient. 
| We utilize chest surgery as a supple- The function of this board has been to 
ment to the expectant treatment which, study each tuberculous patient on ad- 
| after a reasonable trial, has failed or, mission, and at three months’ intervals 
| in the light of experience, is destined to. thereafter, for the purpose of deciding 
| fail to reéstablish a resistance balance . whether or not the patient should con- 
| against the disease. tinue to receive passive treatment or, 

With our patients able to “take the in the presence of appropriate indica- 

cure” for many months without cost to tion, surgical collapse therapy. These 

themselves, a more conservative ap- boards are the modus operandi for in- 

proach to collapse therapy is practiced suring intensive treatment of the tuber- 
- than were we confronted, like many — culous process of each individual patient. 

state and municipal sanatoria, with a In addition, several chest surgery 
Pas, waiting list that demands a more rapid centers have been established at the fol- 
oer “turnover.” We do not temporize with lowing locations: Castle Point, New 
oink rest until the need for thoracic surgery York; Oteen, North Carolina; Legion, 
ee becomes urgent, but after a meticulous Texas; Tucson, Arizona; San _ Fer- 
eins study of the evolution and present status nando, California; Livermore, Cali- 
= of the lungs is concluded, the surgical fornia; Portland, Oregon; Washington, 
— procedure most effective for the given D. C.; and Hines, Illinois. In the ma- 
ai stage is selected. Usually revocable jority of these centers outstanding in- 
_— measures in ascending grades of sever- _ternationally known consultant chest 
sans ity are employed, giving each procedure — surgeons are available for consultation 











a reasonable period to prove its capac- 
ity to control the lesion. 

In 1935 a “Surgical Collapse Board” 
was set up at each of the tuberculosis 
centers and at those general hospitals 
having tuberculosis departments. The 
Board consisted of five members: the 


*Medical Director, Medical and Hospital Service, Veterans 
Administration. 


and the actual operative surgery. At 
San Fernando, California, we are con- 
ducting a training course in thoracic 
surgery to which several of our general 
surgeons are assigned for intensive work 
in this type of collapse therapy. At a 
few of the chest surgery centers (notably, 
Oteen, North Carolina; Tueson, Ari- 
zona; Legion, Texas; San Fernando, 
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California; and Portland, Oregon) ex- 
ceptionally well trained full-time chest 
surgeons are performing major chest 
surgery. Several of our younger full- 
time physicians resident at our chest 
surgery centers are being meticulously 
tutored for the purpose of acquiring 
proficiency in major thoracic surgery. 

At all of our institutions treating 
tuberculous patients, the full-time sur- 
geons and phthisiologists are competent 
to perform and are performing minor 
surgical collapse therapy, including the 
induction of pneumothorax, pneumo- 
peritoneum and interruption of the 
phrenic nerve either by exeresis or 
clasia. 

Patients in those institutions where 
major chest surgery is not available are 
transferred to the nearest chest surgery 
center for the indicated operative pro- 
cedure, which has been recommended 
prior to the transfer by the surgical col- 
lapse board at the selected chest surgery 
center after a study of the clinical 
records and serial chest x-ray films of 
the patient. 

For the twelve-month period, October 
1, 1941, to September 30, 1942, the num- 
ber of tuberculous patients treated by 
surgical collapse surgery in our thirteen 
tuberculosis hospitals averaged 20.2 per 
cent. During this period 7912 tubercu- 
lous patients were under treatment, of 
whom 70.5 per cent were far advanced, 
23.7 per cent were moderately advanced 
and 5.7 per cent had minimal involve- 
ment. A marked preponderance of the 
far advanced cases with a majority of 
our patients in the fifth and sixth dec- 
ades tends to lower the percentage of 
patients whose pulmonary condition is 
amenable to collapse therapy. 

inducted pneumothorax was utilized 
in 1079 cases, while some form of 
phrenic nerve interruption was made in 
143. Thoracoplasty was undertaken in 
105, intrapleural pneumolysis _ per- 


formed in 11, and extrapleural pneumo- 
lysis done in one case. The Monaldi 
operation was employed in 7 cases 
and oleothorax utilized in an-equal num- 
ber. Thirty-five patients were given col- 
lapse therapy by the induction of 
pneumoperitoneum and in 182, to effect 
satisfactory collapse, combined opera- 
tions were required. In 63 cases com- 
plicated by empyema, rib resection ‘or 
thoracotomy was necessary. In addi- 
tion, 28 combined operations were per- 
formed at chest surgery centers con- 
nected with general hospitals. 

The combined operations were listed 
as follows: 


Pneumothorax and Jacobaeus 12 
Pneumothorax and Monaldi 1 
Pneumothorax and oleothorax 7 
Pneumothorax and phrenic nerve 55 
Penumothorax and pneumolysis 61 
Pneumothorax and rib resection 5 
Pneumothorax and thoracoplasty 14 
Pneumothorax and thoracotomy 3 
Pneumothorax, oleothorax and 

rib resection 1 
Pneumothorax, phrenic nerve and 

Monaldi 1 
Pneumothorax, phrenic nerve and 

pneumolysis 11 
Pneumothorax, phrenic nerve and 

thoracoplasty 1 
Pneumothorax, phrenic nerve and 

pneumoperitoneum 1 
Pneumothorax, pneumolysis and 

thoracoplasty 1 
Pneumothorax, pneumoperitoneum and 


thoracoplasty 1 
Phrenic nerve and Monaldi 2 
Phrenic nerve and pneumonotomy 1 
Phrenic nerve and pneumoperitoneum 16 
Pneumonotomy and rib resection 1 
Phrenic nerve and thoracoplasty 2 
Phrenie nerve, pneumoperitoneum and 


thoracoplasty 2 
Thoracotomy and rib resection 1 
Thoracotomy and thoracoplasty 3 
Thoracoplasty and Monaldi 1 
Thoracoplasty and pneumolysis 1 
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Pneumonotomy, thoracotomy and 


phrenie¢ nerve 1 

Pneumoperitoneum, Monaldi and 
thoracoplasty 1 
Pneumoperitoneum and thoracoplasty 4 
Total 211 


Seven hundred and fourteen patients 
hospitalized for pulmonary tuberculosis, 
who were treated by collapse therapy, 
were discharged during the period 
October 1, 1941, to September 30, 1942. 
Of the 470 who received induced pneu- 
mothorax, 11 were discharged as ar- 
rested, 20 as apparently arrested, 5 with 
the clinical status of the pulmonary 
condition quiescent, 271 with the pul- 
monary tuberculosis still active but im- 
proved, 103 were unimproved and 60 
died in hospitals. Of the 61 who had 


some type of phrenic nerve operation, 4. 


were discharged as arrested, 1 as ap- 
parently arrested and 3 as quiescent. 
There were 27 of this group discharged 
with the pulmonary condition still active 
but improved. Nine patients were unim- 
proved on discharge and 17 died while 
hospitalized. Sixty-two patients who 
had thoracoplasties were discharged, of 
whom 5 died while in the hospital, 3 left 
the hospital unimproved, 50 were im- 
proved at time of discharge, in 2 the pul- 
monary disease had reached a quiescent 
stage and 2 cases were apparently ar- 
rested. Of 121 patients who received 
other types of collapse therapy, includ- 
ing those with combined operations who 
were discharged during this period, 27 
had their hospitalization terminated by 
death, 24 were discharged unimproved 
and 70 were improved at time of dis- 
charge. 

The immediate results of surgical col- 
lapse therapy in our hospitals during a 
twelve month period may be summar- 
ized briefly as follows: 

15.3 per cent 
wa 


Died while liospitalized 
Unimproved 


- chest 


Improved 58.1 per cent 
Quiescent eae 
Apparently arrested i Fe.” 
Arrested Sa Fi 


Of a total of 192 patients hospitalized 
for nontuberculous: respiratory disabili- 
ties and treated by chest surgery during 
the period October 1, 1941, to September 
30, 1942, inclusive, 19.3 per cent died, 
10.9 per cent were unimproved, 51.0 per 
cent improved and 18.8 per cent were 
cured. The disabilities for which these 
veterans received chest surgery in- 
cluded: abscess, chest wall; abscess, pul- 
monary; abscess, subdiaphragmatic; 
abscess, subphrenic; bronchiectasis; 
bronchiogenic carcinoma; cyst, pulmon- 
ary; empyema with bronchial fistula and 
subphrenic abscess; empyema with pul- 
monary abscess; emphysema; fistula, 
wall; foreign body; gunshot 
wound; diaphragmatic hernia; pleurisy 
with effusion; pleurisy, suppurative; 
pneumonia; pyopneumothorax; pneu- 
mothorax requiring decompression; 


teratoma and tumor, berrign. 


Rudolph, who performed 244 thoraco- 
plastic operations while assigned as full 
time thoracic surgeon at two of our chest 
surgery centers, recently reviewed the 
records and reported on certain features 
of the cases operated on. Slightly more 
than one-half of the patients (67) were 
between the ages of 40 and 50 years, 
15 were over 50 years of age, and the 
oldest patient operated on was 57. He 
reported but one death in this older 
group as either immediately or remotely 
related to surgical operations: 

Every patient operated on by Rudolph 
had pulmonary lesions classified as far 
advanced, with cavitation and positive 
sputum. The total mortality rate for 
the entire series was 6.5 per cent. Of the 
eight deaths in the series, one patient 
died within twenty-four hours following 
the first-stage thoracoplasty, seven 
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others died two weeks or more after 
operation. 

The sputum conversion in Rudolph’s 
series was reported as a whole slightly 
below the average of most other observ- 
ers for the one year follow-up, although 
in several cases reported, less than six 
months had elapsed since operation and 
they could not be fairly considered in 
relation to end results. 

Several years ago it became apparent 
that the mortality incident to cancer in 
the general population was increasing; 
consequently, the Veterans Administra- 
tion took steps to make a thorough study 
of the disease in veterans. In the course 
of this study the codperation of a num- 
ber of specialists in the study and treat- 
ment of cancer was secured, among 
whom were such prominent specialists 
as Drs. James Ewing, Frank E. Adair, 
Max Cutler, Edwin Merritt, as well as 
a number of other men well known in 
the field of cancer. 

As a result of this study, Tumor 
Clinies were organized at the following 
Veterans Administration Facilities: 
Hines, Illinois; Bronx, New York; 
Washington, D. C.; Atlanta, Georgia; 
Los Angeles, California; and Portland, 
Oregon. 

Each Tumor Clinic is organized so 
that every patient is given the benefit 
of consultation by experts and con- 
sultants, as it has been found through 
years of experience that no single physi- 
cian is alone competent to treat cancer, 
but the combined efforts of the surgeon, 
the x-ray specialist, the pathologist, the 
physicist, the biochemist and other spe- 
cialists are deemed necessary to decide 
upon the diagnosis and treatment of 
each case. 

The Tumor Clinics of the Veterans 
Administration are fully equipped and 
competently manned for the diagnosis 
and treatment of this disease. The 
clinics have on duty cancer specialists 


who have had extensive special training 
and experience in the diagnosis and 
scientific treatment of the disease. It 
may be pointed out here that Tumor 
Clinies have been established at strate- 
gic geographic points. 

The treatment of cancer varies, de- 
pending primarily upon the site of the 
tumor and the kind of cancer, as well as 
the duration of the disease, although 
other factors may enter in. Another im- 
portant consideration is that of treat- 


ment of choice; namely, should x-ray 


therapy, radium or surgery be insti- 
tuted. Here again it is emphasized that 
cancer can be treated best in special 
hospitals where the necessary equip- 
ment and highly trained specialists 
are available. 

An analysis of the number of patients 


with cancer of the lung, larynx and 


pharynx treated at Veterans Admin- 


istration Facility, Hines, Illinois, from | 


1931 through 1942, showed an annual 
increase, but this is the result of the in- 
crease in the average age of the veterans 
of World War I. There was approxi- 
mately the same number of patients 
admitted annually with cancer of the 
pharynx. This finding is probably due 
to the fact that cancer of the pharynx 
affects a younger age group than cancer 
of the larynx and lung. There were 693 
patients treated for cancer of the lung 
at the Hines Facility during the twelve 
year period, 452 for cancer of the larynx 
and 54 for cancer of the pharynx during 
the same period, making a total of 1199 
patients in the group of malignancies of 
the larynx, pharynx and lung. Sixty- 
two of the patients suffering from 
eancer of the lung received operative 
treatment, the operations of choice be- 
ing exploratory thoracotomy in 41 in- 
stances, pneumonectomy in 13 cases, 
lobectomy in 5 cases and tracheotomy in 
3 eases. In the group of 452 cases of 
cancer of the larynx, 244 operative pro- 
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cedures were done: namely, 152 trache- 
otomies, 57 laryngectomies, 13 laryn- 
geal fissures, 12 gastrostomies, 8 neck 
dissections and 2 hemi-laryngectomies. 
In the treatment of 54 cases of cancer 
of the pharynx, 10 underwent trache- 
otomies and 1 gastrostomy. Of the total 
number of 1199 cases of cancer of the 
lung, larynx and pharynx, 317, or ap- 
proximately 26 per cent, received oper- 
ative treatment. 

The Veterans Administration has not 
been content with the routine diagnosis 
and treatment of cancer but has also, 
through the stimulating efforts of Gen- 
eral Frank T..Hines, the Administrator 
of Veterans’ Affairs, secured an alloca- 
tion of funds for continued scientific 
research. With these funds the Tumor 
Research Unit was established in the 


Hines Facility a number of years ago. 


and is now in operation. Under the 
Research Division of Central Office and 
the personnel of the Tumor Research 
Unit at Hines, a number of studies are 
being conducted, with particular empha- 
sis upon cancer of the skin and larynx. 
In addition, considerable research is 
being conducted to show the relationship 
of certain of the endocrine secretions to 
the cause of cancer and in which assayed 
methods are used to determine the quan- 
tity of endocrine secretions, as an early 
diagnostic test and also for the purpose 
of ascertaining the effective treatment 
of certain types of cancer. 

Cancerogenic studies are also being 
conducted on animals in the hope that 
the nature of cancer production and 
ways of inhibiting cancer growth may 
be discovered. 

At the Hines, Lllinois, Facility the 
Administration has a radium emana- 
tion plant for producing radium gas or 
radon. Approximately one gram of 
radium is in solution and, by means of 
the emanation equipment, sufficient 
radon gas is manufactured for the treat- 


ment of all cancer patients at Hines. 
In addition, there are two grams of 
radium in an apparatus known as the 
“Radium Bomb.” This apparatus is 
used fof applying radium element- in 
such conditions as cancer of the in- 
testines, larynx and tonsils. 

In each of the Tumor Clinies there is 
available high voltage x-ray equipment 
and a sufficient quantity of radium to 
take care of the needs of the veterans 
applying for treatment. There are, all 
told, approximately 3.9 gm. of radium 
and eleven high voltage x-ray machines 
in the Tumor Clinics of the Veterans’ 
Administration. 


RESUME 


Une revue est donnée de l’ouvrage 


accompli par le “Surgical Collapse 
Board” et les centres de chirurgie 


-thoracique de l’armée. 


Du premier octobre, 1941 au vingt 
septembre 1942, 7912 malades furent 
admis dans treize hépitaux pour tuber- 
culeux du Gouvernement. Vingt et deux 


_ dixiémes pour cent de ces malades furent 


traités par un pneumothorax artificiel 
vu par une thoracoplastie, 1079 cas par 
pneumothorax et 244 par thoracoplastie. 
Plus de la moitié des malades opérés 
par thoracoplastie étaient agés de 40 
a 50 ans. 

Les cliniques pour tumeurs du Vet- 
erans Administration fournissent une 
analyse de 1199 cas traités au Hines 
Hospital pour cancer du poumon, du 
larynx et du pharynx. Trois cents dix- 
sept de ces cas furent traités opéra- 
tivement. 


SUMARIO 


Al autor hace revista de los trabajos 
de la “Junta de Colapso Quirtrgico” y 
de la Cirugia Toracica en los varios 
centros de las Fuerzas Armadas. 

De 7912 pacientes admitidos a los 


trece Hospitales para la Tuberculosis, 
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del primero de octubre de 1941 al treinta 
de septiembre de 1942, 20.2 por ciento 
recibieron el tratamiento terapéutico de 
“Surgical Collapse” (Colapso Quirir- 
gico). 

“Neumotorax-Artifical” fué utilizado 
en 1079 casos. Kn 244 toracoplastias 
ejecutadas por Rudolph, escasamente 
mas de 50 por ciento fuéron en pacientes 
de 40 a 50 afios de edad. 

Las Clinicas de Tumores de la Admin- 
istracion de Veteranos son discutidas yv 
analisadas en el tratamiento de 1199 
casos de cancer de los pulmones, laringe 
y faringe en el Hospital Hines. De este 
numero 317 recibieron tratamiento 
quirtirgico. | 


BrrBosxH 


M3 7912 Ooabnnx IpunaATHXx B TpHHa,- 
WaTH TrOCcyAapcTBeHHEIX OOALHUMAX AAA 1e- 
4eHHA TyOepkys03a or nepBaro Oxradpa, 
194l-oro roja, Jo tpuAuatoro Centa6pa, 
1942-oro roga, 20.2 nponenta 6511 NOABep- 
#KeCHHBI XUpypruyeckoMy Korznancy. IlHes- 
moTopakc Ob1a ynorpeOnen B 1079-u cay4a- 
ax. V3 244-ex topakonsacTuk cjelaHHblx 
Pyjosphom, AoOpaa mos0BBMHa yllata na 
laljueHtTos Bo3pacta oT 40 Ao 50-n ser. 

B crarpe Tak-%xe HaxOj,utca anasmu3 Kan- 
Huknu Onyxosei AAMunuctpayun Bertepa- 
Hos. Hs 1199 c1yyaes paka JerKux, ropta- 
Hu u 3eBa B Tatiue Tocnutrans 317 Oban nOA- 
BePxKeHHE OMepalun. 





military service. 





DUES EXEMPTION FOR THOSE ENGAGED IN 
ACTIVE MILITARY SERVICE 


At the meeting of the United States Chapter of the 
International College of Surgeons held in Chicago on 
March 30, 1941, it was unanimously agreed by the Execu- 
tive Council that Associate Members, Members and 
Fellows of the International College of Surgeons are 

exempt from payment of dues during the period of active 
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Cirugia Arquitectonica de los Huesos* 
(Architectonic Surgery of the Bones) 


ALFONSO ORTIZ TIRADO, M.D., F.I.C.S. 
MEXICO, D. F. 





SUMMARY 


A classic. discussion concerning 
the survival of the bone graft is 
presented. The author bases his be- 
lief on the premise that if it is pos- 
sible to cultivate a tissue in an 
artificial solution, the survival of a 
graft in such an ideal medium as 
the human organism would seem 
simple. He describes the instru- 
ments used in bone graft surgery, 
which he refers to as “architectonic 
surgery of the bones.” He also de- 
scribes Albee’s technic for taking 
the graft and presents 12 cases. 











experiencia personal sobre los 

casos qururgicos, de _ injertos 
6sesos en mi Clinica, durante estos dos 
ultimos ais. 

La cirugia reconstructiva de _ los 
huesos, usando preferentemente el tejido 
6seo, como material de sintesis, de sos- 
tén, de amarre, de fusion, de transficci6n, 
de restitucién de pérdidas de substancia, 
debera tener en la actualidad, toda la 
importancia que ha adquirido con las 
sabias ensenanzas, que Albee ha reco- 
pilado en 30 anos interrumpidos de va- 


bee relatar en este trabajo mi 


* Presented at the Third International Assembly of 
the International College of Surgeons held in Mexico 
City, August, 1941. 


liosa experiencia; lo que él modesta- 
mente llama “Carpinteria de _ los 
huesos,” Yo la titularia. “Cirugia 
Arquitectnica de los Mismos.” 

Existen de un modo general dos 
teorias que dominan el ambiente sobre el 
uso del tejido oseo vivo tomado del mis- 
mo individuo y durante el acto opera- 
torio: los que creen, que el transporte de 


“una porcién de hueso que se segrega de 


sus medios de irrigacién, para incluirse 
en un lecho de tejidos y en contacto con 
superficies éseas recien avivadas, consti- 
tuye un ihjerto; los mismo que se hace 
con las plantas, conservando susceldillas 
Ja vitalidad, para sobrevivir a este cam- 
bio; los otros son los que admiten que el 
hueso segregado de la circulacién muere 
y que solo sirve como un armazén de 
sostén, mientras son invadidos sus ¢ca- 
naliculos de Havers por los capilares y 
llemas carnosas del lecho donde se im- 
planta. 

Yo creo que el injerto que lleva en su 
interior celdillas formadoras de hueso 
como son los osieoblastos, puestos en un 
medio propicio de irrigacién y tempera- 
tura, puedan conservar su vitalidad has- 
ta que el injerto adhiere firmemente, con 
su vector, por un proceso semejante al 
eallo en las fracturas. 

Un razonamiento muy sencillo puede 
servirnos para no discutir mas este 
asunto, que ha dado lugar a largas y 
tediosas polémicas. 
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Carrel en sus medios conservadores 
artificiales puede’ hacer vivir durante 
anos, tejidos cuyas células siguen vivi- 
endo y proliferando; con cuanta mayor 
razon podran vivir colocados en medio 
ideal, como lo constituye el interior mis- 
mo de los tejidos afines, banados por la 
misma linfa sanguinea y a la tempe- 
ratura del organismo. 

Solo la presencia de gérmenes podra 
perturbar este proceso. De ahi que la 
téenica de la cirugia de los huesos re- 





Fig. la. Tumor quistico del 50 metacarpio de la 
mano izquierdo. 


quiera de cuidados esmerados de asepsia. 

Kin los casos que voy a relatar he pro- 
curado de preferencia sujetar los in- 
jertos ajustandolos a los vectores por 
medio de pequenas cufias sin hacer per- 


foraciones que debiliten la resistencia y 
sin usar casi en ningtin caso, ningtin 
material extrano, salvo el catgut crémico 
en sus numeros gruesos. El tend6én de 


Fig. 1b. Total repulsién del 50 metacarpiano po1 
un trasplante oseo. 


Janguro produce tan frecuentemente 
pequenos abscesos al nivel de los nudos, 
que lo he ido abandonando easi total- 
mente. 

Algunas palabras sobre el instrumen- 
tal usado de preferencia en mis casos 
clinicos. 

La mesa de extensi6n cuyo uso es abso- 
lutamente indispensable; que no podra 
ser substituida por el ayudante mas ex- 
perto, ha impreso a la téenica de la 
cirugia ortopédica un verdadero ade- 
lanto. 

Las mesas en uso en mi Clinica son: 
lo de Albee y la de 8. Kalan Hawlay. 

Lo sierra eléctrica que ha suprimido 
casi por completo el choque quirirgico 
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causado por las tomas de los injertos con 
cincel y martillo es, sin dura, el adelanto 
mas importante realizado para mejorar 
la técnica. 

Las sierras que uso son: la de Albee 
con motor portatil dentro del mismo 
cuerpo del instrumento, con sierras para- 
lelas para tomar el injerto en un solo 
trazo, el torno para hacer las clavijas, 
perforadores, ete. 

La sierra de Moorhead con motor se- 
parado que mueve tallo flexible y que le 
imprime a la sierra montada en el mago 
esterilizable una gran velocidad, da un 
corte neto y preciso. 

La pequefia sierra montada en el 
mango de revolver con motor externo del 
Pantostad es excelente para perforar y 
limar superficies. 

KE] aditamento adjustable a la sierra 
de Albee, con el cual se puede hacer corte 
vertical. 

EK! Resto del instrumental es ya ampli- 
amente conocido: 

Cinevles 

Martillo 

EKlevadores de periostio 

Separadores 

Guvias 

Legras 

Pinzas de Lambot 

Cucharillas 

Conductors para cinchos metalicos, ete. 
Perforadores para alambres de Kishner. 

No menciono mas nombres, pues seria 
interminable la lista de los instrumentos 
que toman el nombre de los autores que 
les hacen pequenas modificaciones y 
perfeccionan las ya conocidas. 

TECNICA 

La técnica para tomar el injerto com- 
prende dos maniobras igualmente im- 
portantes: 

Primera.—Seleccion del sitio mas pro- 
picio y preparacién de él, para que las 
sierras no encuentren ningtin tropiezo. 

Segunda.—La toma propiamente dicha, 
empleando las sierras paralelas o la 


sierra tinica que corta y completa la 
accion de las anteriores. 

La seleccién del lugar mas a propésito 
para una buena toma es indudablemente 
la cara- antero-interno de la tibia que 
nos puede dar injertos hasta de treinta 
centimetros de largo en un adulto de 
mediana estatura. 

Las incisiones de la piel en esta region 
se deben hacer ligeramente curvas, cone] 
objeto de que queden cubiertos el surco 
que deja el injerto por el espesor del 
colgajo de piel, tejido celular y aponeu- 
rosis superficial; pues en otra forma 
habria el peligro de que se fistulizara la 
herida, 0 cuando menos se retardara el 
periodo de cicatrizacion. 

Descubierta la cara tibial escogida, y 
despegado el colgajo cutaneo que debera 
ser tomado con pinzas para que en nin- 
gin momento interrumpa el camino de 
sierra, se traza ya con una pequeiia regla 
metalica el tamano y forma del injerto 
sobre la superficie 6sea, a la cual se le 
deja integramente adherido el periostio. 

Se retiran todas las compresas cer- 
canas al camino de la sierra, pues es 
peligroso dejarlas al aleanze de los 
dientecillos que jiran a alta velocidad. 
Las manos del ayudante deberan igual- 
mente quedar a conveniente distancia. 
Con el objecto de enfriar la sierra y 
evitar asi la calcinacion del injerto (que 
disminuye grandemente su vitalidad) el 
ayudante debera verter suero fisiolégico 
frio que puede ser goteado con una perita 
de caucho en el sitio donde la sierra va 
cortando y sobre la sierra misma. 

Se hace recorrer a las sierras todo el 
trazo y haciendo una ligera presién se 
repasara dicho trazo hasta hacerlas 
penetrar en el espesor de la tabla tibial. 

Para cortar los extremos se puede em- 
plear la sierrita mas pequefa o hacer un 
corte oblicuo con la sierra tiniea. 

Concluido el aserraje con un cincel 
fino (de lamina delgada), seran con- 
cluidos los cortes de los extremos; por 
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lo general haciendo palanca por un 
estremo, el injerto podra ser separado 
facilmente. 

Kn una compresita himeda con suero 
caliente, sera envuelto el injerto mane- 
jandolo lo menos posible. 

Sera suturada la herida, no impor- 
tando que el surco queda Ileno de sangre 
coagulada, pues éstos coagulos serviran 
para la cicatrizacién del hueso. 

Un vendaje ligeramente compresivo 
bastara para contener la hemorragia 
producida. 

Kin esta forma el injerto va provisto 
de sus elementos esenciales, peridstio 
adherido; hueso propiamente dicho con 
sus canaliculos de Havers integros y 
endostio y medula. 

Kin estas condiciones y salvo que haya 
necesidad de incuvar o modificar la 
forma del injerto, podra ser sepultado 
dentro del lecho preparado y ajustado 
en la forma que menciono al principio 
de este articulo, o bien mantenido con 
suturas (Catgut Crémico) en sus ni- 
meros gruesos de preferencia. 


REPORTES DE LOS CASOS 


Caso No, 1: P. R. D.—Diagnéstica.—Fractura por 
aplastamiento del cuerpo de la 12a vertebra dorsal. 
Fracturas simples de costillas sin lesién pulmonar. 
Fractura del cuello de la escfpula derecha. Ingresé 
abril 15 de 1941, salié junio 30 de 1941. 

Generales.—Mexicano, masculino, casado, 40 afos, 
chofer. 

Molestias Principales.—Gripa en 1918. 

Estado Actual.—A principios de enero de este aiio 
tuvo un aeccidente automovilistico a resultas del cual 
se produjo las fracturas arriba mencionadas. Las frac- 
turas de las costillas y de la escapula curaron sin 
dejar secuelas pero la de la columna dej6 dolor lumbal 
bajo la cifosis y tiene tendencia a hacerse mas pronun- 
ciada. 

Examen Fisico.—E1 vertice de la jiba corresponde 
a la duodécima apofisis espino dorsal. Dolor provo- 
cado por percusién en el mismo sitio. 

Pulso.—80; respiraciones 18; Presién sanguinea 
130-75; temperatura 36. 2 C, 

Pruebas de . Laboratorio—Wassermann negativo. 
El resto normal. 

Rayos X.—Fractura simple per aplastamiento del 
cuerpo de la 12a. dorsal. 

Tratamiento.—Primero se intent6 reducir la frae- 
tura por hiperextensién y se colocé un corsé enyesado. 
Después se procedié a operarlo al través de una 
ventana abierta en la cara posterior del parato, bajo 
anestasia raquidea. Y consistiendo la operacién en 


la toma de un injuerto de la tibia y su colocacién en 
las apofisis espinosas de las tres ultimas dorsales y 
las dos primeras lumbares, segtin téenica del Dr, 
Albee. 

Evolucién.—Normal. Alta a los dos meses. Con. 
diciones generales y locales buenas. El injerto pren- 
dié perfectamente como lo demuestran las tltimas 
radiografias. 

Caso No. 2: P. C.—Diagnéstico.—Quiste oseo 50. 
metacarpiano derecho. 

Generales.—28 afios, femenino, soltera. 

Molestias Principales.—Dolor. Ligera dificultad en 
los movimientos del dedo mefnique. 

Antecedentes Personales.—Paludismo y_ tifoidea 
hace varios anos. 

Estado Actual.—Hace algunos meses not6 la apari- 
cién de una tumoracién en el dorso de la mano derecha, 
hacia el borde interno, poco dolorosa y que fué ecre- 
ciendo muy lentamente. Dificultad para mover el 
dedo pequeiio. En el exfimen fisico se encontr6é una 
tumoracié6n limitada, de consistencia osea, forma 
eliptica, formando cuerpo con el 50 metacarpio. Ra- 
diologicamente se encontr6é un quiste localizado a la 
didfisis del metacarpiano. 

Tratamiento.—Bajo anestesia local se reseed sub- 
periésticamente la porcién que comprendia el quiste, 
sin abrir las articulaciones vecinas. En el lugar de la 
poreién de hueso extirpada se colocé un _ injerto, 
cobriéndolo con el periostio y tejidos blandos. 

Evolucién.—La reeuperacién funcional fué perfecta 
y las radiografias revelan una restitucién anatémica 
completa. 

Caso No. 3: R. G.—Diagnéstico.—Pérdida de sus- 
tancias del tercio medio del himero derecho. 

Generales.—35 afios, masculino, casado, policia. 

Molestias Principales.—Impotencia funcional com- 
pleta del miembro superior derecho. 

Antecedentes Personales.—Infeccién luética en 1934. 

Operaciones Anteriores—En 1935 le dieron un 
balazo en el brazo derecho. La primera operacién fué 
hecha para extraer el proyectil y pequefias esquirlas. 


La segunda para hacer una osteosintesis con alambre_ 


de plata y la tercera para quitar el alambre. 

Estado Actual.—Cuando fué operado para quitar el 
alambre fué porque se habia infectado el hueso. Al fin 
cedié la infeecién pero quedé la pérdida de sustancia 
ya mencionada. 

Examen Fisico.—La cireulacién y la inervacién 
abajo del codo se encuentran perturbadas. Los movi- 
mientos activos del antebrazo y la mano son suma- 
mente dificiles y limitados. Ligera anquilosis del 
codo. 

Andlisis Laboratorio.—Wassermann ligeramente 
positivo. Resto de la pruebas normal. 

Rayos X: pérdida de casi todo el tercio medio de la 
diafisis. 

Tratamiento.—Un injerto de unas 6 pulgadas se 
tomé de la tibia izquierda y se empotré en los ex- 
tremos libres de la didfisis, después de haberlos libe- 
rado y extirpado el tejido cicatricial. Se aplicé aparto 
enyesado de aereoplano. 

Evolucién.—Normal. El paciente fué visto por 
altima vez en enero de este afio. La recuperacién 
funcional era casi completa, salvo por la anquilosis 
incompleta del codo. Las radiografias mostraron la 
perfecta unién del injerto y atin su engrasamiento. 

Caso No. 4: F. V.—Diagnéstico.—Pérdida de sus- 
tancia del tercio medio de la diafisis radial derecha, de 
origen traumatico. 

Generales.—25 aiios, policia, masculino. 

Médico Eneargado.—Dr. Alfonso Ortiz Tirado. 

Molestias Principales—Impotencia funcional com- 
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Fig. 2. Fractura por aplastamiento del cuerpo de la 12a vertebra dorsal. 


a. Vista lateral 


pleta del antebrazo y de la mano derecha. 

Antecedentes Personales.—Gonorrea hace 5 afios. 
Bebe ocasionalmente. : 

Operaciones Anteriores.—Primera operacién para 
drenar la herida infectada producida por la bala que 
hizo una fractura con minuta y expuesta del radio. 

Estado Actual.—La Infeccién de que se acaba de 
hablar cur6é pero dejé una pérdida de sustancia de 
casi todo el tercio medio de la diffisis. Hn estas con- 
dicones ingresé a mi Clinica. 

Examen Fisico.—Impotencia funcional del ante- 
brazo y de la mano. Pulso 75, respiraciones 20, pre- 
sién sanguinea 125-65. 

Pruebas de Laboratorio.—Wassermann negativo. 
Otras pruebas normales. 

Tratamiento.—Incisién de 7 pulgadas sobre el borde 
externo del antebrazo derecho, desde un poco abajo del 
codo hasta encima de la mufieca. Se liberaron los 
cabos radiales. Se quit6 el tejido cicatricial. Un 
injerto tomado de la tibia se introdujo en los cabos del 
radio para reemplazar a la diffisis pérdida. La 
herida se suturé y cubrié de la manera usual, y la 
operacién terminé con la aplicacién de un enyesado 
de la mitad del brazo a la palma de la mano. 

Evoluci6n.—Normal. Radiografias tomadas dos 
meses mas tarde revelaron que el injerto habia pren- 
dido’ admirablemente. Ademfs la recuperacién fun- 
cional notable. 

Caso No. 5: A. M.DeL.—Diagnostico. Mieloplaxoma 
de la epifisis superior de la tibia derecha. 

Generales.—Mexicana, casada, 30 afios de edad, 
labores de sy hogar. 

Molestias Principales——Dolor en la rodilla, dis- 
minucién de la motilidad en la rodilla en parte por 


b. Vista dorsal 


dolor y en parte por el aumento de volimen de la ex- 
tremidad superior de la tibia. 

Antecedentes Personales.—Ha tenido dos hijos que 
viven y son sanos. 

Estado Actual.—A principios de 1937 le empezé a 
doler la rodilla derecha y poco después le empez6 a 
crecer, principalmente abajo de la rétula. Siguid ere- 
ciendo poco a poco hasta aleanzar més o menos im- 
posible extenderla completamente como la del lado 
sano. El dolor aumenté pero no proporcionalmente. 

Examen Fisico y Radiolégico. — Se nota un tumor 
abajo de la rétula esferoidal, duro y de superficie re- 
gular. La piel es normal salvo la presencia de gruesas 
venas. Las radiografias revelan la total destruccién de 
la epifisis tibial superior, sin ataque a la articulacién 
misma, asi como mareada decaleificacién de la rétulo 
y la epifisis inferior de femur. Radiografias de otras 
partes del esqueleto 10 muestran normal. 

Andlisis de Laboratorio.—Pruebas preoperatorias 
normales. La biopsia ripida durante la operacién 
revelé tratarse de un tumor quistico formado en su 
mayoria por mieloplaxas. 

Tratamiento.—Por medio de una larga incisién an- 
terior se excindié la pared anterior del quiste par- 
cialmente y el contenido fué raspado cuidadosamente 
hasta encontrar hueso sano, pero sin abrir la articula- 
cién de la rodilla. La cavidad restante fué rellenada 
con gasa vaselinada esteril y no se suturé la piel. 
Aparato enyesado. 

Evolucién.—Las Ultimas radiografias muestran 
considerablemente recogimiento de la ecavidad y re- 
generacién de la epifisis. Se le practicaré un in- 
jerto para apresurar la reconstruccién del hueso. 

Caso No. 6: A. M. H.—Diagnéstico. Pseudoartrosis 
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después de la fractura de ambos huesos del antebrazo 
izquierdo. 

Generales.—Mexicano, masculino, blanco, casado, 35, 
anos, policia de transito. 

Molestias Principales.—Impotencia funcional de la 
mano y antebrazo izquierdos. 

Antecedentes Personales—Amigdalitis ecrénica en 
la infancia. Gonorrea en 1926, sifilis en 1930. 

Operaciones  Anteriores.—Amigdalectomia hace 
veinte alos: primera operacién para reduccién abierta 
alambre de plata para la osteosintesis, fué un fracaso 
y dié por resultado pseudoartrosis. Segunda operacién 
en el antebrazo, cuatro meses después de la primera, 
usando placas y tornillos, fué ain peor y did osteo- 
mielitis. Una tereera operacién fué necesaria para 
sacar las placas y tornillos. 

Estado Actual.—Hace tres aiios yendo en motoci- 
cleta choeé eayendo sobre su brazo doblado y pro- 
duciéndose una fractura de ambos huesos del ante- 
brazo, transversal, en su tercio medio. Una semana 
después del accidente, se hizo la primera operacién y 
después las otras como ya se dijo antes. Las con- 
diciones del paciente cuando ingres6é a mi Clinica eran 
las derivadas de pseudoartrosis, es decir: impotencia 
funcional total de la mano y antebrazo enfermos. 

Examen Fisico.—Temperatura 36.5 C, pulso 72, 
respiraciones 19, presién sanguinea 120-70. 

Examenes del Laboratorio.—Wassermann positivo. 
Restos de los anflisis y pruebas preoperatorias normal. 

Tratamiento Antiluético.—Intenso. 

Tratamiento.—Bajo anestesia general por eciclopro- 
pano se practicé la siguiente operacién: incisién de 6 
pulgadas sobre la cara anterior del antebrazo, ex- 
tendiéndose de dos pulgadas abajo del codo hasta la 
mufieca. Toda la pseudoartrosis fué extirpada de- 
jando al final cuatro cabos oseos libres. Se tomé en- 
tonces un injerto éseo de la tibia izquierda y se di- 
vidié en dos por su eje mayor. El siguiente tiempo 
fué fijar estos injertos éseos autégenos en los cuatro 
cabos del radio y cibito a manera de reemplazar las 
porciones pérdidas de las correspondientes didfisis. La 
herida fué suturada y cubierta de la manera habitual 
concluyendo la operacién con la aplicacién de un 
enyesado de la mitad del brazo a la palma de la 


mano, 





Fig. 3. Pseudoarthrosis después de la fractura de 
ambos huesos del antebrazo izquierdo. 


Evolucién.—Normal. El paciento salié de la Clinica 
al quinceno dia. El aparato se quité6 a los sesenta. La 
recuperacién funcional ha sido casi completa. 


Caso No. 7: J. P. L.—Diagnéstico.—Pseudoartrosis 
del tercio superior de la tibia derecha. 

Generales.—Mexicano, blanco, casado, 33 afios de 
edad, policia de transito. 

Molestias Principales.—Impotencia funcional de la 
pierna derecha. 

Antecedentes 
1926. 

Estado Actual.—El 10 de abril de 1940 en un 
accidente de aviacién se hizo una fractura expuesta del 
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derecho. 


Quiste de la epifisis inferior del radio 


tereio superior de la pierna derecha, la cual se in- 
fect6é y le dej6 una mala consolidacién. Sendoartrosis. 

Examen Fisico.—Motilidad lateral de la pierna. 
Imposibilidad de permanecer de pié sobre ella y de 
usarla para caminar. 

Andlisis Laboratorio.—Wassermann y reacciones Si- 
milares fuertemente positivas. Otras pruebas normales. 

Tratamiento.—Después de corto pero intensivo tra- 
tamiento antisifilitico fué operado con raquianestesia, 
efectudndose con las sierras paralelas un injerto por 
despizamiento tomado del fragmento inferior y colo- 
cando el pedazo superior del injerto en el lugar de- 
jado al correr el inferior. 

Evolucién.—Muy buena. A las cuatro semanas se 
le permitia caminar con muletas y a los tres meses 
la recuperacién anatémica y funcional era completa. 

Caso No. 8: A. 8.-R.—Diagnéstico.—Quiste de la 
epifisis inferior del radio derecho. 

Generales.—Mexicano, masculino, blanco, casado, 
34 afios de edad, profesor de quimica. 

Molestias Principales.—Disminuci6én de la motilidad 
de la mufieca. 

Estado Actual.—Hace un aiio empezé a notar que 
su mufieca derecha aumentaba de volumen, especial- 
mente la epifisis inferior del radio, muy despacio pero 
de modo constante. Como la tumoracién era indolente 
no le puso la menor atencién. Conforme pasé el tiempo 
y por el aumento de volimen los movimiento de flex- 
i6n y extensién de la mano se limitaron parcialmente. 

Examen Fisico.—Un tumor de forma espérica, con- 
sistencia dura, y superficie regular se encontré sobre 
la cara externa de la muifieca derecha. Mide 11% pul- 
gada de didmetro. 

Las Radiografias.—Mostraron un quiste éseo bien 
limitado, de paredes delgadas, situado inmediata- 
mente arriba del cartilago diartrodial, pero sin invadir 
la articulacién. 

Pruebas del Laboratorio. Normales. 
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Tratamiento.—Bajo anestesia local la pared externa 
del quiste fué extirpada y su contenido blando de 
color amarillo fué raspado hasta encontrar hueso sano. 
La articulacién no se abriéd. Después de esto un pe- 
quefio injerto éseo se tomé de la tibia derecha y se 
eolocé en la cavidad rellenando los espacios restantes 
con pequefios pedazos de hueso. Sutura por planos 
a muerte. Aparato de yeso de los dedos al codo. 

Evolucién.—Las iltimas radiografias muestran res 
tauracién normal del hueso. La funcién es de nuevo 
perfecta. 

Caso No. 9: P. R.—Diagnéstico.—Fraetura no econ- 
solidada con pérdida de sustancia en el tercio inferior 
de la pierna izquierda. 

Generales.—Mexicana, soltera, 18 aiios de edad. 

Molestias Anteriores.—Acortamiento de la pierna. 
Imposibilidad para caminar sin muletas. 

Operaciones Anteriores——Hace 8 ajios ecayé sobre 
la pierna produciéndose una fractura cerrada de I: 
misma arriba de los maleolos. Se le hizo esteosintesis 
con place y tornillos la cual se infecté y fué necesario 
quitar el material de sintesis. Una segunda osteo- 
sintesis también ,con placa y tornillos fué intentada 
corriendo la misma suerte que la primera. Depués de 
la Ultima operacién quedé6 gran pérdida de sustancia 
de la tibia en su tercio inferior. 

Estado Actual.—Cuando entré a la Clinica no 
podia caminar y presentaba notable acortamiento de 
la pierna con movilidad anormal del segmento inferior. 

Examen Fisico.—Kstado general ligeramente afee- 
tado a causa de la prolongada infeecién. Ademas, lo- 
calmente, atrofia esquelética de las partes blandas. 

Temperatura.—36.7 Pulso 80. Resp. 18, Presién 
arterial 115-65. 

Anflisis Laboratorio.— Wassermann negativo. Cuen 
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Fig. 5. 
izquierda. 


ta sanguinea demostr6 ligera anemia erénica secunda- 
ria y polimorfonucleares aumentados. Higado ligera- 
mente insuficiente. 

Tratamiento.—Depués de haber mejorado el estado 
general con pequenas transfusiones repetidas fué 
operada bajo analgesia raquidea y la operacién con- 
sistié en cortar un injerto con la sierra gemela de la 
parte superior de la tibia y despizarlo enclavandolo en 
el fragmento inferior en el que previamente se habia 
labrado un sureo o canal. Aparato enyesado de la 
mitad del muslo al pié. 

Evolucién.—Magnifica. El aparato se quité a las 8 
semanas y se le permitiéd andar con muletas. Se co- 
menz6 tratamiento fisico, especialmente masaje y 
ejercicios musculares que pronto mostraron su bené- 
fica influencia. Actualmente puede caminar usando un 
zapato especial construido por dentro de tal modo que 
aumenta en unas dos pulgadas la longitud de la 
pierna. 

Caso No. 10: G. L.—Diagnéstico.—F ractura antigua 
no consolidada del cuello femoral izquierdo. 

Generales.—Casado, 46 aiios, trabajador. 

Molestias Principales.—Acortamiento, fuerza dis- 





Fig. 6. Fractura antigua no consolidada del cuello 
femoral izquierdo. 
minuida. Difiecultad para la marcha. Dolor en la 
cadera, 

Antecedentes Personales.—Fractura de varias cos- 
tillas en un accidente automovilistico hace varios aiios. 
Gonorrea. Tifo cuando tenia 8 afios. 

Estado Actual.—El 8 de julio de 1940, al ir en 
bicicleta, fué atropellado por un camién que le 
produjo la fractura del cuello del femur izquierdo. Fué 
llevado al hospital donde permanecié por dos meses. 
Cuando salié la fractura no habia consolidado y en 
estas condiciones ingres6é a la clinica. 

Examen en Fisico.—Datos normales. 

Laboratorio.—Wassermann negativo. Otras pruebas 
normales. 

Tratamiento.—Bajo analgesia raquidea se practiced 
un enclavijamiento doble con eclavija autogena de la 


. fractura, siguiendo la técnica preconizada por el Dr. 


Albee. El injerto fué tomado de la tibia derecha y 
dividido en dos a lo largo de su eje mayor y en dos 
puntos se realiz6 el enclavijamiento. Se termindé la 
operacién aplicando un ensayo del tipo Calot. 

Evolucién.—Normal. El paciente podia caminar al 
cabo de dos meses. Las radiografias muestran el buen 
callo en el sitio de la fractura y la incorporacién de 
los injertos. 

Caso No. 11: M. D.—Diagnéstico.—Osteitis fibrosa 
quistica del femur y coxal izquierdos. 
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Fig. 7. Osteitis fibrosa quistica del femur y coxal izquierdos. 


Generales.—Mujer, soltera, 34 aiios. 

Molestias Prineipales.—Dolor lumbar bajo. Dolor 
en la ecadera izquierda Acortamiento del miembro in- 
ferior izquierdo, como de 6 centimetros. 

Antecedentes Personales.—Apendicitis aguda en la 
segunda infancia. 

Operaciones Anteriores.—Apendicectomia con cana- 
lizacién hace 20 afios. 

Estado Actual.—Empez6 a esta enferma cuando 
tenia 16 afios, con dolor en la eadera izquierda cuando 
caminaba, Fué a ver a un médico que la encam6o por 
tres meses y le recet6 calcio y yodo. Cuando la le- 
vant6 not6 el acortamiento y adelgazamiento del 
miembro, asi como la ineurvacion del femur izquierdo. 
Actualmente tiene un proceso quistico que comprende 
la mayor parte del femur izquierdo asi como el coxal 
arriba de la articulatién de la ecadera. Las radiografias 
de otras partes de su esqueleto se han mostrado nor- 
males. La quimica sanguinea es como sigue: Fésforo, 
3.2 mg.; Fosfatasa, 3.2 unidades; Calcio, 10 mg.; 
Iistos valores como se ve son normales. 

Examen Fisico.—Bajo anestesia por ciclopropano 
dos operaciones sucesivas se han realizados, consis- 
tentes en los mismos, es decir: extirpacién de los quistes 
después de la trepanacién con sierra eléctrica e in- 
clusién de injertos d6seos y birutas tomadas de la 
tibis izquierda ambas veces. La tniea diferencia fué 
que en la primera vez se traté el quiste mayor, de la 
parte media de la didfisis femoral y la segunda vez 
el superior, vecino del gran trocanter. Aparato enye- 
sado después de la intervencién. 

Evolucién.—Muy buena. Las radiografias muestran 
la perfecta fijacion e inclusién de los injertos. 

Tengo una pelicula a colores ilustrativa sobre éste 
caso que tendré mucho gusto en exhibir, tomado de 
la segunda intervencién. 


Caso No. 12: N. C.—Diagnéstico.—Luxacién con- 
génita bilateral de las caderas. 

Generales: Mexicana, soltera, 18 aiios. 

Molestias Principales.—Claudicacién. 

Historia Familiar.—Una abuela padecié lo mismo. 

Estado Actual.—A la edad de 4 aiios se hizo la pri- 
mera tentativa de reducir las caderas por el método 
cerrado. Esto fué posible sélo en lado izquierdo y a 
pesar de todos los esfuerzos no se pudo lograr en el 
derecho. En estas condiciones se le aconsejé a la 
mama esperar a que la nifia avanzara en edad para 
erearle un nuevo acetébulo quirirgicamente. Asi la 
operé a la edad de 15 afios. 

Examen Fisico y Radiolégico.—La paciente habia 
usado muletas por mas de 10 aiios. El miembro en- 
fermo era desde luego mis corto y atrifiado. Las 
radiografias mostraban el acortamiento y deformacién 
del cuello femoral asi como de la cabeza y la falta de 
eavidad cotiloidea. 

Analisis Laboratorio. Normales. 

Tratamiento.—Se le hizo una reconstruccién del 
cotilo, bajando una parte de ala del iliaco, bajo a- 
nestesia raquidea, segun técnica de Albee. Se termind 
con la aplicacién de un Calot doble. 

Evolucién.—E] aparato se quit6é a las nueve semanas 
y se siguid con masaje y movilizacién activa y pasiva. 
Los resultados finales han sido espléndidos, y la pa- 
cienta camina sin muletas y sin dolor. 
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Se presenta la clasica discusién sobre 
si el ingerto 6seo sobrevive o solo sirve 
de guia a una neoformaci6n del tejido 
vecino. El autor se muestra partidario 
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Fig. 8. Luxacién congénita bilateral de las caderas. 


de lo primero, diciendo que si pueden 
cultivarse tejidos en liquidos artificiales, 
mucho mas podran sobrevivir las células 
en un medio ideal como es el organismo. 
Describe los instrumentos que usa para 
la cirugia del ingerto, la cual llama 
‘*Cirugia Arquitecténica de los Huesos.”’ 


Describe la técnica de Albee de toma del: 


ingerto. Presenta 12 casos de ingertos 
Oseos. 


Ge 


RESUME 


L’auteur présente la classique discus- 
sion sur la survie de la gréffe osseuse. 
Il croit a cette survie, disant que si la 
culture des tissus en milieu artificiel est 
possible, d’autant plus doit l’étre la 
survie dans un milieu idéal comme |’or- 
ganisme. I] décrit les instruments qu’il 
emploie pour la chirurgie des greffes 
osseuses, qu’il appelle ‘‘ Chirurgie Archi- 
tecturale des Os.’’ Il décrit la technique 
d’Albee pour prendre la greffe. Il pré- 
sente 12 cas de greffes osseuses. 
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Asrop pa3cMaTpuBaet Bompoc nepexuBa- 
Hua Tpancisantata Koctu. On toro MHe- 
HHUA, YTO ECM BO3MOXHO KyAbTHBUpOBaTL 
TKaHb B yCCKyCTBeEHHOM pacTBope, TO Tepe- 
KUBAHME TpanciAantata B TAaKO UAeatbHuoti 
cpeje, Kak YesoBeyecKHit OpraHu3M, ropa34o 
Gotee yBepen. Asrop omuchiBaer HucTpy- 
MeHTLI ynoTpeOisemMble UM pH “apxuTeKTo- 
Huyeckoh xupyprun xKoctef.” On taKxe 
onucbhipaet TexHuky Ax6e mp mpuroroBie- 
HUM Tpancisantata Wu mpelcraBiaer rpyiily 
12-u GorbHEx. 
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Cerebral Injuries* 


MAJOR MANUEL SANCHEZ GARIBAY 
MEXICO, D.F., MEXICO 


ILE subject “Cerebral Injuries” is 
a most timely one in view of the 


present world conflict. Serious 
craniocerebral injuries are divisible 


into two main classes: closed wounds 
and open ones. Neither is foreign to 
military experience. Before considering 
these two types of craniocerebral in- 
juries, it would be best to say something 
about cerebral concussion, which is com- 
mon to all. 

Cerebral concussion may be described 
as a state of complete unconsciousness 
resulting from the application of phys- 
ical force to the brain. It develops in- 
stantaneously. It is not caused by, nor 
necessarily associated with, any gross 
changes in the nervous tissue such as 
lacerations, contusions or hemorrhages. 
It is of relatively brief duration, and 
from it the patient makes a complete 
recovery without any sequelae. It is 
worth emphasizing that the period of 
unconsciousness which results from 
simple cerebral concussion is always 
brief. 

The patho-physiology of cerebral con- 
cussion and its development is. still the 
subject of considerable controversy. 
There are those who believe that these 
brief states of unconsciousness are in 
some way intimately related with rapid 
acceleration or rapid deceleration of the 
mental processes. In what way that in- 


*Presented at the Fourth International Assembly of the 
International College of Surgeons, New York, June, 1943. 


terferes with the nervous function or 
what changes are produced within the 
nervous tissues is unknown. Others, sup- 
ported by the recent work of Scott, are 
of the opinion that cerebral concussion 
results from blows to the head of suffi- 
cient severity to increase the intra- 
cranial pressure momentarily above the 
level of the systolic blood pressure, thus 
producing a complete but very tempo- 
rary cerebral ischemia. 

Obviously, if only cerebral concussion 
resulted from craniocerebral injuries, 
they would not be a matter of great 
concern. It is the more serious and 
severe injuries, so often associated with 
cerebral concussion, that really excite 
our attention. For consideration of 
these more extensive injuries, it is well 
to divide craniocerebral injury into two 
classes, as we have noted before—the 
closed and open wounds. 


CLOSED WOUNDS—CONTUSIONS 
AND LACERATIONS 


Bruising of the surface of the brain, 
so-called contusion and laceration, is the 
most common gross injury to the brain 
produced by craniocerebral trauma. 
Obviously, contusions and lacerations of 
the cerebral substance can be produced 
by depressed fractures and by the pene- 
tration of foreign bodies. Far more 
common, however, is the contusion and 
laceration of the surface of the brain 
which occurs as the result of blows to the 
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head where there is no penetration of 
the intracranial cavity. These changes 
are always the most severe in the softer 
cerebral cortex, often to the exclusion 
of the underlying white matter. There 
are certain parts of the brain which are 
particularly susceptible to this type of 
trauma—the orbital surfaces and tips of 
the frontal lobe, the lateral surfaces 
and tips of the temporal lobes and, less 
commonly, the tips of the occipital lobes. 

As has long been well known, such 
damage to the cerebral cortex is often 
found in that part of the brain opposite 
the point at which the impact was de- 
livered to the skull—contre coup injury. 
Such injuries to the tips of the temporal 
lobes and tips of the frontal lobes com- 
monly produce no direct neurologic evi- 
dence of their presence. However, 


because the principal blood supply to the | 


cerebral cortex comes from blood ves- 
sels lying in the pia mater on its surface, 
and as these blood vessels must of neces- 
sity be torn when the cortex is torn, the 
most typical manifestation of such con- 
tusion and laceration of the cerebrum 
is blood in the cerebrospinal fluid.. Trau- 
matic subarachnoid hemorrhage is, 
therefore, practically prima facie evi- 
dence of lacerations of the cerebral cor- 
tex. Of this hemorrhage, we shall have 
more to say later. Occasionally, of 
course, contusions and lacerations of the 
cortex may occur in such regions as the 
precentral area where they give rise to 
localized convulsions and paralyses. 


EDEMA 

In recent years, much has been said 
and written about the appearance of 
cerebral edema, as the result of cranio- 
cerebral injury. The experimental work 
of Pilcher has raised considerable doubt 
as to whether cerebral edema ever occurs 
as the result of cerebral concussion. 
With more severe and extensive injuries 
to the brain tissues, edema doubtless 
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does occur, but its importance has been 
greatly overemphasized. In fact, many 
surgeons have become so impressed with 
the importance of cerebral edema that 
they not only deny to their patients 
necessary fluid but, by the use of various 
dehydrating agents, rob them of what 
little they have besides. It is surprising 
how many people have lost sight of the 
fact that it is impossible to subtract fluid 
from an edematous brain without at the 
same time taking away valuable and im- 
portant fluids from all other tissues of 
the body as well. 

Careful observation of the patient is 
essential if the complications are to be 
promptly recognized and adequately 
treated. Of these, the intracranial hemor- 
rhages are the most important. The ex- 
tradural and subdural hematomas give 
rise to the symptoms of cerebral com- 
pression and demand prompt evacua- 
tion. Intracerebral hemorrhages give 
rise to similar manifestations but are 
extremely rare. Subarachnoid hemor- 
rhage is the most common type of bleed- 
ing to result from cranial trauma, 
causing meningeal irritation, and the 
treatment is spinal puncture. Small 
hemorrhages into the brain stem, pons 
and mesencephalon are common and are 
amongst the most frequent causes of 
death from cranioeerebral injury. Such 
hemorrhages often cause prolonged 
periods of unconsciousness, paralysis of 
the oculo-motor nerves and disturbances 
of the temperature-regulating mech- 
anism. 


COMPOUND CRANIOCEREBRAL WOUNDS 


Open craniocerebral wounds, pro- 
duced in war, usually by the penetration 
of foreign bodies, demand prompt and 
efficient treatment if a high mortality is 
to be avoided. This treatment divides 
itself automatically into two stages. 

Treatment at or near the front, where 
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the lack of proper equipment, should be 
confined to necessary first-aid treatment. 
Morphine, so valuable in the treatment 
of wounds elsewhere in the body, should 
be avoided, if possible, in the treatment 
of craniocerebral wounds. 

Shock should be treated promptly, not 
with stimulants and heat, but with intra- 
venous administration of plasma and 
blood, or other fluids if those are not 
available. Sulfanilamide should be 
dusted into the open cranial wound and 
a sterile dressing applied after the ma- 
jor bleeding points have been controlled. 
First-aid treatment should not extend 
beyond these simple but important 
measures. 

Having given first-aid treatment, it 
now becomes important to transfer the 
patient to some point back of the lines 
where time, equipment and _ personnel 
are such as to give the adequate treat- 
ment the patient deserves. This transfer 
should be made promptly, for if one is 
to avoid serious infection it is best that 
final and definitive treatment should 
take place within twenty-four hours. 
Before operation has begun upon this 
open craniocerebral wound, it is im- 
portant that shock has either been con- 
trolled or is being adequately treated. 
The head should be completely shaved 
and thoroughly cleansed. X-ray pictures 
of the skull should have been taken so 
that the surgeon may be as completely 
informed as possible as to the nature 
of the wound which he is about to 
explore. 

The wound should then be opened by 
an adequate incision so as to provide the 
surgeon with ample room in which to 
work and in which to inspect the trauma. 
Dirty, bruised tissue should be _ thor- 
oughly removed by cutting away, by 
irrigation and by suction. This includes 
not only removal of traumatized and 
dirty scalp but removal of fragmented 
and contaminated bone, torn and con- 


taminated meninges and contused and 
soiled brain tissue as well. It is im- 
portant that all fragments of bone which 
have been driven into the brain be re- 
moved; the bullet also, if it is readily 
accessible. After thorough débridement 
and irrigation of the wound and control 
of all bleeding points by the use of irri- 
gation, suction, electric cautery, bits of 
muscle, silver clips, ete., the entire wound 
should be dusted with sulfanilamide. 

Sulfathiazole should not be used _ be- 
cause of the danger of producing con- 
vulsions. Adequate débridement and 
thorough cleansing render drainage un- 
desirable. There is still considerable 
debate as to whether or not the dura 
mater should be closed. If it is possible 
to close the dura mater by itself, then 
certainly that is desirable. Transplants 
from the fascia lata or from the perios- 
teum, which are of necessity deprived of 
their blood supply, should be avoided. 
There is no argument, however, regard- 
ing the scalp. It should be closed tightly 
over the defect of the skull, even if that 
requires making incisions elsewhere in 
the scalp and transferring portions of 
the scalp to close the defects produced 
by the missile. After such an operation, 
it is important that the administration 
of one of the sulfa drugs, preferably 
sulfadiazine, be continued and the 
wounds be watched closely for the pos- 
sible development of infection. In the 
event that any evidence of infection ap- 
pears, the wound should be immediately 
opened and proper drainage instituted. 

By the proper and intelligent coérdi- 
nation of a sound knowledge of anatomy 
and physiology of the nervous system, 
of the symptomatology of neurologic 
disease and of sound surgical principles, 
it will be possible to give our soldiers the 
medical care and attention which they 
deserve and to reduce the mortality and 
morbidity to a level commensurate with 
modern medical progress. 

















RESUME 


Deux groupes de traumatismes cranio- 
cerebraux sont étudiés: les contusions et 
lacérations fermées et les plaies ouvertes 
dues a la pénétration de corps étrangers. 

Un diagnostic précoce et un arrét de 
V’hemorrhagie sont essentiels dans les 
plaies fermées. L’auteur est d’avis que 
loedéme dans ces plaies n’a pas la 
grande importance qu’on lui a attribué. 
Les plaies ouvertes sont traités au front 
immédiatement, administration intra- 
veineuse de plasma sanguin, emploi de 
sulfanilamide- et pansements stériles. 

Dans les stations d’arriére les rayons-x 
précédent le débridement, l’irrigation des 
plaies et l’application de sulfanilamide. 
L’remploi du sulfathiazole est contre- 
indiqué, car il peut provoquer des con- 
vulsions. N’ayez pas recours au gref- 
fage de fascia ou de périoste sur la 
dure-mére. 


SUMARIO 


Dos clases 0 grupos de heridas carnio- 
cerebrales son discutidas: heridas cer- 
radas (contusiones y laceraciones) y 
heridas abiertas causadas por penetra- 
cién de cuerpos extraios. Pronto re- 
conocimiento diagndéstico y tratamiento 
de hemorragia en heridas cerradas es 
esencial. Es la opinién del autor que la 
importancia de la edema en esta clase 
de heridas o traumas es exagerada. 
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Heridas abiertas deben recibir atensién 
de primer-auxilio en la linea-frente de 
batalla que incluye la administracién 
intravenosa de plasma de sangre, aplica- 
cidn de sulfanilamida y cura a telas 
esterilizadas. 

Radiografia debe anticipar la opera- 
cién de “débridement” en las estaciones 
de retaguardia, irrigaciones antisepticas 
y aplicacién de sulfanilamida. El uso 
de sulfathiazole es contraindicada, por 
peligro de causar convulsiones 0. es- 
pasmos. 

El uso de fascia-lata o periostium 
como trasplante para la dura mater debe 
ser evitado. 


ButBpoan 


ABTop TpaktyeT 0 |ByX THIax wepenHo- 
MO3POBHIX NOpaxkeHUIl : PIYXHX MU OTKPBITHIX, 
Brictpoe pacno3HaHHe HM JeyeHHe KpoBoTe- 
YeHHA MTpaeT BAXKHYIO POAb IPH 3aKpHITHIX 
panenuax. Poab Mo3roporo oTeKa mpeyBein- 
4YeH pH 3ITMX pahenuax, OrTkpsiThaA pane- 
HHA RyYKNO JeunTh BO fponToBOH AununH, 
BKIIOVAA MepelUBaHnA W1a3MbI, ymoTped.re- 
Hua cyipda Wpenaparows HW CTepHAbHbIXx 
Bce sto Aenaetcx mocie pentre- 
Cyabpatua30i1 MpoTuBo- 


IOBABOK. 
HOBCKHX CHMMOK. 
yka3aH, Tak Kak OH MOxKeT IPHHHUTh 
KOHBYJbCHH. 

Axstop mpoTnun tepecaqkn daciun “aH 
HaKOCTHINILL B TREpPAyIO MO3TOBy1IO O60- 


MOUKY. 
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Una Modificacion a la Tecnica de 
Neumoventriculografia* 


(Modification of the Technic of Ventriculograpy) 


M. VAZQUEZ, M.D., F.I.C:S. 
MEXICO, D. F. 





SUMMARY 

The author offers the following 
modification of the technic of ven- 
triculography: Mach of the two ven- 
tricular trocars is connected by 
means of a short rubber tube to a 
suction and pressure valve mounted 
on a 2 ¢.c. syringe. The two syringes 
are fixed and so placed that they 
can be operated synchronously with 
one hand, and in such a way that 
while the ventricular needle is as- 
pirating the cerebrospinal fluid the 
the other injects into the ventricle 
an equal amount of air. 

Because of the importance of de- 
termining the patency of the fora- 
men of Monroe, the operation is 
begun by injecting through the air 
syringe one-half of 1 ee. of a solu- 
tion of indigo carmine which should 
appear rapidly in the fluid with- 
drawn. This procedure may be con- 
tinued until all of the spinal fluid 
is replaced with air from the ven- 
tricular system. If the operator fails 
to obtain a colored solution after 
withdrawing two, or at the most 
three, syringes full of the fluid, he 
should immediately perform a dou- 
ble puncture of the ventricle that 
has been injected with the colored 
solution and through it replace its 
fluid with air. The same procedure 











* Presented at the Third International Assembly of the 
International College of Surgeons in Mexico City, 
August, 1941. 


is then performed in the opposite 
ventricle. 

The clinical course of fourteen 
cases so treated, seems to justify 
the author’s opinion that when pa- 
tients are subjected to this modified 
form of pneumoventriculography, 
they exhibit a great tolerance to the 
injection of air. This was particu- 
larly noted in the cases that were 
not immediately operated upon, and 
in whom the air was allowed to be 
reabsorbed spontaneously. 











ON ya muy bien conocidos los pro- 
S cedimientos que desde que el genial 
neurocirujano, Walter KE. Dandy el 
ano de 1918, se han venido utilizando con 
pequefias variantes para hacer visibles 
los contornos de las cavidades ventri- 
culares cerebrales, con fines diagnésticos 
de existencia y de localizaciones de pro- 
cesos neoplasicos de los elementos ana- 
t6micos de ecraneo y cerebro. Por esta 
razon y en obvio de tiempo que en esta 
ocasion estamos obligados estrechamente 
a ahorrar, no me ocuparé de ninguno en 
particular sino solo trataré de explicar 
lo mas brevemente, cual es el fundamento 
de la modificacién que hemos intro- 
ducido, en concepto nuestro con resul- 
tados ampliamente favorables. 
Los pacientes que deben ser sometidos 
a la exporaciOén por medio del estudio de 
sus cavidades ventriculares, sufren muy 
comunmente, pudiera establecerse que 
son constantes sus trastornos, por la 
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produccién de diversos fendmenos que 
sucintamente pueden ser agrupados 
como fendmenos de profundo desequili- 
brio vago-simpatico. 

Kn efecto. La trepanacién y la sola 
puncion cerebral son inocuas e indoloras, 
pero la evacuacién de liquido céfalo- 
raquideo y su sustitucién por cualquiera 
de los medios de contraste que hasta 
ahora conocemos, determinan de inmedi- 
ato molestias de variable intensidad que 
pueden ser desde un pequeno dolor de 
eabeza hasta, en casos poco frecuentes, 
por ventura, condiciones  sincopales 
cardiacas y respiratorias que ponen en 
peligro inminente la vida. 

Kste grupo de trastornos que esencial- 
mente consisten en dolor muy comun- 
mente localizado de pronto a la regién 


frontal aunque a medida que se avanza _ 


en la evacuacién de los ventriculos, se 
generaliza a toda la cabeza; de intensi- 
dad variable mas en relacién con la 
susceptibilidad individual que con otra 
cireunstancia, puede llegar a ser ex- 
tremadamente violento e intenso a grado 
tal que en ocasiones se tiene la impresion 
aparente o real de que el sujeto cae en 
estado lipotimico solo por esas dos con- 
diciones de violencia e intensidad; del 
dolor vémitos en los que el esfuerzo 
aumenta considerablemente la intensi- 
dad misma o por lo menos estado nause- 
oso; profunda palidez de los tegumentos 
de la cara que a los pocos minutos puede 
ser substituida en ocasiones por conges- 
tidn cefdlica muy aparente en las con- 
juntivas; vertigo, muy constante atin en 
ausencia de la cefalea, pero muy fre- 
cuentemente acompanado de la nausea o 
del vémito ; temblor de manos 0 miembros 
superiores y atin posible de generali- 
zarse, descenso real de temperatura 
superficial en contraste con elevacién 
apreciable, cincodécimos a un grado, de 
la temperatura de las cavidades na- 
turales; sudo profuso particularmente 
notable en la mitad superior del cuerpo; 


lagrimeo en ocasiones abundante; 
flacidéz muscular que a veces nada raras, 
imposibilita al sujeto atin para sostenerse 
en pié; descenso de la tensién sanguinea 
que ante los trastornos citados, clinica- 
mente no podria dejar de estar presente ; 
este grupo de trastornos que puede pre- 
sentarse y de hecho se presenta durante 
los momentos en que se practica la 
evacuacién de liquido y su sustitucién 
por el medio de contraste, debe ser con- 
siderado como una serie de molestias y 
peligros inmediatos a la ventriculografia. 

Cuando el paciente es llevado a la 
mesa de rayos X, en general han 
desaparecido la mayor parte persisti- 
endo sin embargo el dolor de cabeza que 
siendo constante y generalizado a todo 
el craneo, aumenta con los cambios de 
posicion que inevitablemente deben darse 
al sujeto para la toma de las radio- 
grafias. 

Habiendo practicado todos los pro- 
cedimientos de trépanopuncion cuya des- 
cripcidn fué posible tener en nuestras 
manos, dedujimos la importancia ya 
advertida por los autores, de la necesidad 
de evitar el cambio de presiones en las 
cavidades ventriculares, y asi se hizo 
construir un simple dispositivo que per- 
mite extraer el liquido céfalo-raquideo e 
inyectar simultaneamente el aire en 
cantidades rigurosamente iguales puesto 
que las jeringas del aparato funcionan 
sincronicamente, aunque inversamente, 
una extrayendo el liquido y arrojandolo 
hacia afuera y la otra tomando el aire de 
fuera e inyectandolo a la cavidad ventri- 
cular. Cuando la comunicaci6n inter- 
ventricular esta permeable, todo se re- 
duce a extraer liquido por un lado e 
inyectar aire por otro, con lo cual cam- 
biando la posicién del paciente en forma 
apropiada, se obtiene que el aire que 
entra por un lado, impulse a salir el 
liquido por el otro y adn el tercer 
ventriculo segin podra verse en la peli- 
cula que ilustra este trabajo. Cuando la 








30 VENTRICULOGRAPHY 


comunicacion interventricular se ha per- 
dido, lo cual debe ser advertido muy 
cuidadosamente para no inyectar aire en 
un ventriculo que no se vacia, aumen- 
tando asi la presién interior de manera 
peligrosa, debe hacerse puncién doble, o 
usar tracar de doblecorriente para cada 
ventriculo con lo cual el dispositivo puede 
trabajar sin dificultad mayor. 


Se comprende que en ocasiones no hay 
posibilidad para localizar con el trocar 
alguno de los dos ventriculos, en cuyo 
easo la punci6én bilateral es imposible; 
la resolucién es idéntica a la del caso 
en que el agujero de Monro de alguno 
de los dos ventriculos esté impermeable, 
es decir se punciona y cambia el liquido 
por aire de un solo lado. 


La condicién de evitar las modifica- 
ciones de presi6n intraventricular, hasta 
donde técnicamente es posible, mediante 
este proceder, ha dado para nosotros los 
mas favorables resultados desde el punto 
de vista de la yugulacién, podriamos 
asentar, completa, sin caer en exagera- 
cién, de todos los trastornos inmediatos, 
provenientes de la trépano-puncion. 


Es verdad que el nimero de nuestros 
pacientes es atin muy pequefio mas 
estando habituados a ver en el trabajo 
corriente de varios afos, que ninguno de 
ellos, ha dejado de manifestar aunque 
fuese molestias, que si no de mayor im- 
portancia son siempre muy desagrada- 
bles, nos llam6 altamente la atencién que 
en el primero de aquellos en quienes se 
ha puesto en practica esta modalidad de 
trépano-puncion, no hubiese el menor 
trastorno de modo que atn fué posible 
que el sujeto se transladara caminando 
normalmente y sin sufrimiento alguno, 
a la mesa de rayos X. Luego los cambios 
de posicién para tomar los diversos 
aspectos de las cavidades ventriculares, 
que como es bien sabido y ya se dejé 
anotado en lineas anteriores, producen 
el aumento considerable de la cefalea 


residual, no produjeron en él, la menor 
molestia. 

La impresion que este primer caso nos 
produjo fué la de que ademas de la 
influencia que pudiera tener el procedi- 
miento, nuestro enfermo habria de tener 
una también tolerancia, que aunque ante- 
riormente, no habiamos visto, en ninguno 
podria en el caso, ser, con aquella, lo que 
hubiera determinado la perfecta condi- 
cidn en que quedo el paciente después de 
su trépano-puncién. No obstante a este 
han seguido cinco mas y en todos ellos, 
por cuanto se refiere a los trastornos in- 
mediatos no ha habido alguno digno de 
anotarse. ; 

No sucede lo mismo con otro grupo de 
fendmenos seguramente de mayor im- 
portancia desde el punto de vista del 
peligro para la vida, que se presentan 
tardiamente digamos de cuatro a diez 
horas posteriormente a la_ trépano- 
puncién. Estos son fendmenos propios 
de la condicién de hipertensién intra- 
craneana, violenta y brutal acompanada 
de edema agudo de cerebro. Ya se sabe 
todo el gravisimo peligro que esto 
acarrea y la necesidad imperiosa que 
obliga al neurocirujano a practicar su 
intervenci6n quirirgica inmediatamente 
después de haber tomado las ventriculo- 
grafia. 

A decir verdad, no obstante, la inter- 
venciOn por si sola no seria en la gran 
parte de los casos suficiente para evitar 
los trastornos y peligros tardios de la 
trépano-puncion si no fuera porque de- 
liberada o accidental o necesariamente 
durante las maniobras quirtrgicas se 


abre el ventriculo cerebral y se expulsa © 


asi el aire contenido dentro de él. Aun | 
existe como resultado de la observacién © 


de que el aire produce una rapida y 


es Be 


abundante secrecién de liquido céfalo- | 


raquideo por irritacién de los plexus 
coroides, el recurso de puncionar nueva- 
mente una o las dos cavidades ventri- 
culares, para darle salida cuando la 
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situacién post-operatoria del paciente 
puncionado manifiesta que comienzan a 
presentarse los trastornos tardios. 
Asentado lo anterior creemos que si 
hay alguna necesidad o interés tera- 
péutico en proceder a la intervencidn in- 
mediatamente después de haber practi- 
eado la trépano-puncién, con la modali- 
dad ya deserita, no hay inconveniente 
alguno en hacerlo, dadas las magnificas 
condiciones en que queda el paciente 
segiin nuestras observaciones. Mas 
cuando por circunstancias especiales no 
se ha de proceder a operar inmediata- 
mente después de tomadas las radio- 
grafias de las eavidades ventriculares, 
puede aplazarse el acto operatorio con 
solo llenar una condicién esencial con- 
sistente en evacuar el aire contenido en 
los ventriculos y sustituirlo por suero 


fisiol6gico lo cual es muy facil y seguro . 


de hacer sin modificar la presi6én in- 
terior haciendo uso nuevamente de la 
doble jeringa que permite tomar el suero 
de un recipiente, introducirlo a una cavi- 
dad ventricular en cantidad rigurosa- 
mente igual a la del aire que sale por el 
otro trocar y el cual una vez expulsado 
totalmente, dara paso al propio suero 
que inyectado por un lado, sale por el 
otro sin cambiar su presién pues sola- 
mente es removido en el interior de la 
cavidad ventricular. 

Kin estas condiciones hemos podido ver 
que los peligros no raras veces mortales 
que amenazan a estos pacientes, ya tan 
delicados por la propia naturaleza de su 
mal, han desaparecido seguramente en 
una proporcién muy importante. 

No es posible dejar pasar inadvertida 
la siguiente consideracién: El cambio de 
liquido céfalo-raquideo por aire mediante 
el procedimiento descrito, se verifica por 
la salida y la entrada de cantidades 
iguales posibles de medir en las jeringas; 
la presién sin embargo debe variar 
aunque sea en muy pequefas propor- 
ciones puesto que el aire al ponerse en 


contacto con las paredes de las cémaras 
ventriculares adquiere una temperatura 
mayor que la del medio ambiente lo cual 
debe producir un aumento en su volumen 
que si bien no ha resultado clinicamente 
apreciable, tedricamente si es de tenerse 
en cuenta. 

Lo ideal desde este punto de vista 
seria realizar un desideratum que ha 
ocupado la atencién de todos los que 
trabajan en estas cuestiones y que con- 
siste en encontrar una substancia soluble 
en el liquido céfalo-raquideo, opaca a los 
rayos X, no irritante, no t6xica, es decir 
de reaccién neutra que por remocién del 
liquido céfalo-raquideo hecha con el dis- 
positivo de doble jeringa cuyo funcion- 
amiento ilustraré enseguida con una 
pelicula, y por la mezcla de dicha sub- 
stancia con el propio liquido, este se 
tornara también opaco al rayo X con lo 
cual podrian obtenerse los mejores re- 
sultados desde el punto de vista de que 
no se causarian al paciente ningunas 
molestias y por otro lado se obtendrian 
imagenes perfectas cuyos contornos, 
forma, volumen, desplazamientos ete. 
serian posibles de interpretar con las 
mayores seguridades. 

Esto lo tenemos en estudio a investi- 
gamos actualmente las posibilidades de 
realizaciOn utilizando algunas sales de 
metales raros con el fin de hacer de la 
trépanopuncién un procedimiento ttil e 
inocuo en la forma mas estricta no ob- 
stante que consideramos que dicho pro- 
cedimiento de exploracion, va a ser muy 
pronto desalojado por las exploraciones 
de los potenciales eléctricos cerebrales, 
con las cuales hemos podido establecer 
diagnésticos de una precisi6n atin mayor 
que los hemos obtenido con el estudio de 
las cavidades ventriculares del cerebro. 

Sin embargo la trépano-puncién atin 
conserva su caracter de procedimiento 
cldsico en tanto que la electro-encefalo- 
grafia va abriendo su camino y mientras 
no se acredite en forma rigurosa y 
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exacta, habra que seguir echando mano 
todavia de los diversos procedimientos 
de neumoventriculografia. 


SUMARIO 


La modificacién a la téenica del ventri- 
culografia, motivo del trabajo, se refiere 
a que una vez hecha la puncién ventricu- 
lar evitando que escurra el liquido por 
ninguno de los dos troears, se conecta a 
uno de ellos un ajuste que por medio de 
un corto tubo de cauchu comunica al tro- 
ear con un sistema valvular aspirante 
e impelente el cual va montado sobre una 
jeringa de dos e.c. Lo mismo se hace con 
el segundo trocar. Ambas jeringas van 
montadas sobre un dispositivo que per- 
mite accionarlas sinerénicamente pero 
inversamente lo cual se consigue hacer 
con una sola mano. Una de estas jeringas 
mediante su juego valvular toma el li- 
quido céfalo-raquideo a través del trocar 
ventricular y lo arroja hacia afuera 
pudiendo ser recogido en un tubo de 
ensayo; la otra toma aire del exterior y 
lo inyecta a través del otro trocar, al 
interior del ventriculo sustituyendo el 
liquido que va saliendo por cantidades 
exactamente iguales de aire. 

Como la puncién ventricular doble 
obliga absolutamente a comprobar la 
permeabilidad del agujero de Monro, 
una vez colocados los dos trocares en su 
lugar, la operaci6n de cambio de liquido 
por aire se nicia siempre cargando la 
jeringa que inyecta el aire con una solu- 
cidn ecolorida (indigo carmin) en pequena 
cantidad, medio ¢.c. que al accionar las 
dos jeringas inyectando primero éste, 
aparece rapidamente en el liquido ex- 
traido y puede continuarse la operacién 
hasta que se agote el liquido céfalo- 
raqideo del ventriculo correspondiente y 
por tanto de todo el sistema ventricular. 
Kn caso de que el color no aparezeca en 
el liquido al segundo o cuando mas al 
tercer jeringazo, de debe hacer doble 


puncién en el ventriculo inyectado con 
el color, para hacer el cambio de liquido 
por aire con la doble jeringa a través 
de dos trocares colocados en el mismo 
ventriculo. Se repite la operacion del 
lado opuesto. La apariencia clinica de 
los pacientes sometidos a la ventriculo- 
grafica en catorce casos en los cuales ha 
sido empleada, parece indicar que la 
tolerancia del aire introducido en esta 
forma, al interior del sistema ventricu- 
lar, es grande, lo cual se ha podido ob- 
servar en aquellos sujetos que no han 
sido sometidos inmediatemente después 
a la intervencion quirtirgica y en los que, 
por otro lado, se ha dejado el aire a que 
sea absorbido espontaneamente. 


RESUME 


La modification a la teenique, motif du 
travail, se rapporte a ce qu’une fois faite 
la ponetion ventriculaire, évitant que le 
liquide s’écoule par aucun des deux tro- 
carts, on connecte a l’un d’eux le bout 
d’un petit tube de caoutchoue qui comuni- 
que le trocart avec un systéme valvulaire 
aspirante et impelant lequel a été assu- 
jetti a une seringue de deux c.c.; on fait 
le méme avee le second troeart. Les deux 
seringues son assujetties sur un disposi- 
tif qui permet actionner avec elles, 
syneroniquement mais inversement en 
méme temps, ce qu’on peut faire avec 
une seule main. Un de ces deux seringues 
au moyen de son jeu valvulaire, aspire 
le liquide ventriculaire a travers le tro- 
eart et le jette au dehors, pouvant étre 
mis dans un tube d’essai; l’autre prend 
l’aire de l’extérieur et ]’injecte a travers 
de l’autre trocart a l’intérieur du ven- 


tricule, substituant le liquide qui sort par 


desquantités égales d’air. 


Comme dans la ponction ventriculaire | 


double il faut absolument constater la 
perméabilité du trou de Monro, une fois 
que le deux trocarts sont mis a leur place, 
Vopération du changement de l’air a la 
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place du liquide commence toujours en 
remplissant la seringue qui injecte lair 
avee une solution colorante (indigo-car- 
min) en petite quantité (14, em. 3) qui, 
en travaillant les deux seringues, injec- 
tant d’abord celui-ci, apparait rapide- 
ment dans le liquid extrait et opération 
peu continuer jusqu’au moment ot le 
liquide céphalo-raquide du_ ventricule 
correspondent s’épuisse, et naturelle- 
ment aussi celui de tout le systéme ventri- 
culaire. Dans le cas ou apres le deuxiéme 
ou, tout au plus, au troisiéme coup de 
seringue la couleur n’apparaisse dans le 
liquide, il faudra faire une double pone- 
tion au ventricule injecté a la couleur 
pour faire le changement de l’air au lieu 
du liquide avee la double seringue a tra- 
vers de deux trocarts placés dans le mé- 


me ventricule. On répéte ’opération de ° 


autre cdté. Les résultats cliniques ob- 
tenus sur les malades soumisa la ven- 
triculographie, sur les quatorze cas dans 
lesquels on l’a employée, parait indiquer 
que la tolérance de lair introduit dans 
cette forme a l’intérieur du systéme ven- 
triculaire, est bien grande comme on a 
pu observer sur les malades qui n’ont 
pas été soummis inmédiatement aprés, a 
Vintervention de la chirurgie et d’autre 
part sur ceux dans lesquels on a laissé 
que Vair soit absorbé spontanément. 
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Adult Tissue Extracts in Promotion of 
Wound Healing* 


FELIX MANDL, M.D., F.I.C.S. 
JERUSALEM, PALESTINE 


HE theoretical basis from which 

these experiments were developed 

was provided by Carrel,! who 
showed that various kinds of adult as 
well as embryonic tissues were capable 
of greatly activating the multiplication 
of cells im vitro. Stimulated by those 
studies a number of authors (Carnot, P. 
and Terris, K.,? Roulet, F.,? Wallich, R.,* 
Kiaer, S.,° Schloss, W.,° Nakamura, T.,? 
Morosow, D. and Striganova, A.,* Niel- 
sen, K.®) also made attempts to effect 
the closure or accelerate by local ap- 
plication of embryonic extracts the heal- 
ing of wounds in which normal healing 
was poor or retarded. The results of 
these experiments were invariably the 
same, in that the influence of all those 
substances was found to be extraordi- 
nary in experimental animals as well as 
in the human subject. The latest con- 
tribution to the question was made by 
Waugh'® who reported very satisfactory 
results with epicutan—a substance in 
which the active fractions of embryonic 
extracts were bound to kaolin by ab- 
sorption. 

The main disadvantage of the above 
method is the great difficulty in procur- 
ing the embryonic material necessary 
for the preparation of the extracts. A 
more accessible source was therefore 
necessary. It had been shown" that ex- 
tracts of adult tissues might also be 
used to advantage on account of the re- 


*From the Surgical Department (B), Hadassah Univer- 
sity Hospital, Jerusalem, Palestine. 
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markable cell-growth promoting activ- 
ity they develop. Such cell-growth stimu- 
lating factors are almost universally 
available and can be obtained from 
practically any kind of tissue. Under 
certain experimental conditions the po- 
tency of one or the other of those 
extracts (brain, heart, smooth muscu- 
lature) may be up to three times as high 
as that derived from an embryonic 
source. The effect—as may be concluded 
from im vitro studies—is not bound to 
the species; e.g., extracts from the hearts 
of chickens or sheep are able to promote 
considerably the growth of human epi- 
thelium im vitro. 

The above consideration led Doljanski 
and co-workers’? to suggest the employ- 
ment of adult tissue extracts as a means 
of influencing the healing of wounds. 
It was as a result of that suggestion that 
the clinical experiments reported upon 
were undertaken. 





During the first phase of our studies | 


wound healing through saline extracts 
prepared from the hearts of adult 
chickens was attempted. 


THE EMPLOYMENT OF ADULT TISSUE 
EXTRACTS TO EFFECT OR ACCELERATE 
THE HEALING OF WOUNDS 


Extraction Technic. Observing all pre- 
cautions for sterility, the hearts were 
removed from the bodies of animals that 
had just been killed and then ground in 
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the Latapie apparatus. The tissue mash 
was then mixed with five times its vol- 
ume of tyrode solution, shaken for an 
hour and allowed to stana in the re- 
frigerator over night. The mixture was 
then centrifuged. Extracts prepared ac- 
cording to this method can be preserved 
on ice for weeks. 

Technic of Application. Infected 
wounds were treated with sulfanilamide 
prior to applying the extract. In its ap- 
plication, the moist-chamber method was 
used. The wound was covered with 
gauze soaked in the extract, which was 
changed every day or every second day. 
If the center of the wound had a torpid 
appearance without development of 
fresh, bleeding granulations, the wound 
surface was scarified with a sealpel be- 
fore institution of the extract treatment. 
Where too active granulations provided 
an obstacle for the advancing epithelial 
seam, they were scraped away with a 
sharp spoon. Hemorrhage was _ con- 
trolled by compresses soaked in warm 
NaCl or Ringer solutions. 

Results. The practical part of the 
work was entrusted to Dr. Schloss who 
will give a detailed account on its 
progress elsewhere. 


tissue extract. There was considerable 
improvement in 3 cases, while 3 others 
were not influenced. 

Category B: 15 eases of chronic vari- 
cose ulcers. Of these, 12 healed with 
firms scars and 3 showed improvement. 

Category C: (1-4) 24 cases. Owing to 
the small variety of material of this 
group, the results, no matter whether 
positive or negative, appeared incon- 
elusive. However, interesting and valu- 
able experience upon the efficacy of the 
adult tissue extract could be gathered. 

(1) Five cases of osteomyelitic ulcers : 
Of these, 3 healed, 1 was improved, 1 
remained unchanged. Of 3 cases of 
chronic ulcers with underlying tuberecu- 
losis, 1 healed, 1 showed improvement, 
while the 3rd was not influenced. 

(2) Uleers due to defective cireula 
tion (4 cases): One healed, 2 improved, 
and 2 remained unchanged. Diabetic 
uleers (2 cases): None healed; 1 im- 
proved, 1 remained unchanged. Trophic 
uleers (2 cases): One healed, 1 re- 
mained unchanged. : 

(3) In 4 eases of phagedenic ulcer the 


extract treatment was tried in addition 


to the usual therapy. No obvious influ- 
ence on the bacteriological condition was 


Table I 


No. of Cases 


Category 


A 19 pay 13 
B 15 12 
. C 24 10 
Total 58 35 


Healing effected 


Tmproved Unchanged 


3 3 
3 — 
8 6 
14 9 





The following review of a number of 
cases is quoted from his publication: 
Category A: 18 cases of wounds and 
ulcers caused by trauma (mechanical, 
chemical, irridatory, ete.). In 13 of these 
vases, which appeared particularly re- 
sistant to other forms of treatment, com- 
plete closure was brought about by adult 


noted; but in all 4 cases, in spite of 
severe infection, vigorous stimulation 
of the granulations could be observed. 
In 2 cases even lively proliferation of an 
epithelial zone into the infected area 
took place. 

(4) Four cases of resistant ulecera- 
tions after burns: Two healed with a 

















































particularly soft scar, 1 showed con- 
siderable improvement, while 1 was 
only temporarily influenced. 


DRY POWDERS PREPARED FROM ADULT 
TISSUE EXTRACTS 


Although, from a practical standpoint, 
the results yielded by saline adult tissue 
extracts were definitely positive, a gen- 
eral adoption of this method might meet 
with difficulty. The actual preparation 
of the saline extracts is rather a simple 
procedure, but very strict observance of 
sterilitv throughout the entire process 
is a prerequisite. The extracts have, 
moreover, to be kept sterile and in a 
cool place and their preservability is 
limited. 

We, therefore, proceeded to study the 
method devised by Werner and Doljan- 
ski,!* who isolated certain fractions from 
the tissue extracts and prepared them 
in the form of a dry powder. 

Preparation of the Dry Powder. Ac- 
cording to the method devised by Wer- 


1. Nonhealing wounds after traumatism, 
injuries, accidents, shot wounds 

2. Varicose ulcers 

3. Osteomyelitic ulcers of the skin 


4. Various types of ulcers (trophic, in Burger’s 


(dlisease, after burns, bites) 

5. Special cases (scalping, electrical 
injury, noma) 

6. Postoperative wounds (3) ; postoperative 
wounds after continued fractures (2) 

7. Dry powder treatment instead of 

plastic operations 





TISSUE EXTRACTS IN 


Tabl 


Total 


WOUND HEALING 


solution is added. This tissue emulsion 
is then shaken for an hour, allowed to 
stand in the refrigerator over night and 
centrifuged. The supernatent fluid is 
precipitated with four times its volume 
of alcohol and the precipitate dried a 
vacuo. The dry material is then finely 
mortared and taken up with ether. 
After standing an hour it is centrifuged 
and the remaining ether allowed to 
evaporate. Up to the ether stage the 
entire procedure needs no attention to 
sterility. (The alcohol precipitations 
obtained in this way are—to some extent 
—soluble in tyrode solution. In in vitro 
cell cultures this solution shows a very 
high cell-division promoting potency 
and is by no means inferior to the origi- 
nal extracts.) 

Technic of Application. A thin layer 
of the powder is applied to the wound 
surface, followed by a thick layer of 
dermatol powder. The surrounding skin 
is covered with some neutral ointment. 
In case of infection the tissue powder is 
mixed with sulfanilamide (Grubbs). 


ell 





No. Cases Success Failure 
9 8 1 
7 6 ] 
2 2 — 
5 1 4 
4 3 —_— 
5 5 — 
5 5 — 














ner and Doljanski the hearts of adult 
animals (chickens or sheep) are passed 
through a mincing-machine, following 
which five times the volume of Ringer 


Kvery second day dressings are 
changed, but care should be taken that 
the adhering parts of the gauze are cau- 
tiously removed by rinsing with NaCl 
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Fig. 1. (a) Large vericose ulcer, Oct. 22, 1941. (b) The same ulcer on Oct. 28, 1941. 
(c) The same ulcer on Dee. 17, 1941. 


solution. In some cases scarification or 
mechanical removal of a surplus of 
granulations may become necessary (see 
above). 

Results. A total of 36 cases, grouped 
as follows, were treated with tissue 
powder: (1) Chronic wounds which re- 
fused to heal or did not respond to other 
methods of treatment, 26. (2)-Operation 
wounds, 5. (3) Cases in which, for ex- 
perimental reasons, the dry powder 
method was employed instead of the 
usual procedure of grafting, 5. 

In one of the cases (scalping, see Fig. 
4) dry powder treatment was combined 
with Pinch grafts. 

In Table II cases are grouped accord- 
ing to diagnosis, on the one hand, and 
success or failure of the method on the 
other. 

As to the classification of the cases in 


the above table it should be pointed out 
that the “successful” cases were those 
where it was possible within a reason- 
able length of time to effect the healing 
of wounds which had been present for 





Fig. 2. (a) Varicose uleer in a man aged 50. The 
uleer has been open for three months. (b) Healing 
after 10 days’ treatment. 


weeks, months or even years and had 
all the time refused to respond to any 
other method of treatment. “Failures” 





Fig. 3. (a) Trophic ulcer on the sole of the foot, caused by gunshot wound in the sciatic nerve. The ulcer has 
been open for three months in spite of treatment. (b) Healed ulcer following 18 days’ treatment. 








Fig. 4. 


TISSUE EXTRACTS IN WOUND HEALING 





(a) Scalping due to industrial accident. (b) The right portion of the wound following treatment with 


powder shows an epithelial seam much wider than in Fig. 4c. The pinch grafts, applied to the wound after three 
weeks, are coulescing. (c) Left portion of the wound, untreated with powder. shows narrow epithelial seam and 


isolated pinch grafts. 


(d) Continuous epithelization in the powder-treated portion. 


(e) Epithelization ad- 


vancing at an incomparably slower rate than in 4d. 


are those where no healing could be 
effected in reasonable time or where 
after initial closure the wound burst 
open again. 

In Category 6 “success” indicates that 
closure of the skin defect could be 
achieved. In Category 7 it indicates 
healing of the wound under powder 
treatment where otherwise plastic 
methods would have been employed. 

The description of Cases 1-4 may be 
omitted. We are only giving the photo- 
graphs of a large varicose ulcer and of 
one of normal size (Figs. 1, a and b, and 


’ 





months with no progress in healing. 





2,a and b). There is further a photo of a 
soldier with a gunshot wound of the 
sciatic nerve who developed a trophic 
ulcer in a perfectly anesthetic area of the 
skin. Closure of that ulcer also took a 


) 


few days (Fig. 3, a and b). 


CASE REPORTS 
‘The following case reports and illus- 
trations refer to Category 5: 
Case 1. Complete sealping due to indus- 


trial accident. The importance of this case 
for us lay in the singular experimental condi- 


Fig. 5. (a) Open carpo-nietacarpel joints following electrical injury. Start of powder treatment following three 
(b) Twenty-one days after start of treatment. Almost complete closure 
of all wounds. 
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Fig. 6. (a) Left foot, three months after injury, before institution of powder treatment. (b) The 
same foot after sixteen days of powder treatment. 





Fig. 7. (a) Untreated noma in a child. (b) Same child after twenty-seven days of treatment. 


tions it provided in that one part of the 
wound, the right edge, was treated with pow- 
der, while cod liver oil ointment was applied 
on the left edge. After the lapse of three 
weeks, epithelization on the right portion of 
the wound was 114-2 em., while on the left the 
maximum width of the epithelial seam was 
1% em. Later pinch grafts were put on the 
wound surface. In those places where powder 
treatment was simultaneously continued, the 
number of grafts that actually took was, to 


a 





begin with, greater than elsewhere. Here 
communications between the individual pinch 
grafts soon developed, which were, however, 
absent in places which had been left untreated. 
This case merely served as a clinical experi- 
ment; no complete healing could be effected 
(Cf. Fig. 4-4e). 

Case 2. Severe electrical injuries (14,000 
volts) on the chest, both arms, hands and 
legs had been treated elsewhere for three 
months, but during all this time no progress 
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Fig. 8. Right hand of patient No. 5. 


After abduction of thumb one sees deep rhomboid wound treated with powder from the beginning. 


Syndactylism between first and second finger of right hand. Separation. 
(b) Same 


patient fourteen days later. Syndactylism did not recur. 


in the healing of the wounds was recorded. 
The inscription on every photo gives infor- 
mation on the time that had elapsed from the 
day our treatment was started. The closure 
of the extensive arm wound (23 x 7 em.) within 
seven weeks was particularly impressive (igs. 
5-6b). 

Case 3. Noma in a child. Closure of the 
wound of the soft tissues was effected within 
a period of twenty-seven days from the start 
of our treatment (Cf. Fig. 7, a and b). 

Category 6. The two cases included in 
this category presented severe, open 
comminuted fractures of the upper arm 
and forearm, in both cases caused by a 
motor-ear accident, which had _ been 
placed in plaster-of-Paris dressings and 
left there for some time, after excision 
of the wound, partial suture and reposi- 
tion of the bone fragments. As is fre- 
quently seen in cases of this kind, 
removal of the splint reveals sufficient 
healthy granulations but not the slight- 
est evidence of epithelization. The usual 
ointments had no or only very little 
effect in these cases. 

In the one, when the powder treatment 
was started, the wound was 11 em. long 
and 214 em. wide. After twenty-four 
days, closure was complete with a firm 
but well movable scar. 


In the other case it was 7 x 3 cm. There 
was complete healing within a fortnight. 

The three postoperative wounds were 
selected for the particular stubbornness 
with which they refused to heal. One 
had burst open again after radical oper- 
ation for mammary carcinoma. In the 
second the wound was of a particularly 
torpid type and had developed when the 
operation wound (inoperable rectal 
carcinoma) of the abdominal wall had 
reopened, while the third had occurred 
in connection with the second phase of 
an operation for cryptorchidism, where 
a scrotal defect (2 em.?) had developed. 

In none of them were the custumary 
methods of treatment (Peru balsam, 
cod liver oil ointments, rivanol com- 
presses, lapis ointment, ete.) of any 
avail. Here the decisive factor was not 
so much the size of the skin defect, but 
the entire absence of any healing tend- 
ency. Powder treatment effected closure 
after 16.6 and 10 days respectively. 


Group 7, Case 1. In a 9 year old boy a 
flexion contracture of three fingers had devel- 
oped from infection of the palm. We separated 
the callous tissue horizontally with a knife on 
the level of the three finger joints. Stretching 
of the fingers produced large rhomboid wounds 
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of a type that is usually attacked by grafting, 
while our procedure was to apply the powder 
only, immediately after the operation. Per- 
fect healing was achieved in the course of ten 
days and the hand restored to normal function. 

Cases 2 and 3. Eneouraged by the satis- 
factory results of the treatment in the first 
case, we selected two other perfectly identical 
ones from among our outpatient material and 
proceeded in exactly the same manner (after 
transverse incision and stretching of the fin- 
gers) as in Case 1. Healing was accomplished 
within sixteen and twenty-five days respec- 
tively and the hands -restored to normal 
function. 

Case 4 was the readmitted patient with 
electrical injuries in whom the sears had pro- 
duced syndactylism. Here the results were 
also good, with no need to resort to plastic 
operations (Cf. Fig. 8, a and b). 

Case 5 presented a skin defect of the cheek 
after operation for extirpation of the eye, 


which is usually closed by grafting. Under 


powder treatment, the defect disappeared 
within 10 days (size of the wound 514 x 3 em.). 


CONCLUSIONS 


Reviewing the clinical results of the 
method, we see that it was successful in 
65 out of 94 cases. It is our impression 
that the effect concerns the formation 
of fibrous tissue and—probably even to 
a higher degree—stimulation of epithel- 
ization. Results were particularly con- 
vineing where it was preéminently the 
absence of epithelization that delayed 
the healing of the wound. Thus it is, 
for example, always surprising to see 
how, after wounds have been under 
plaster-of-Paris dressings for some time 
(e.g., severe open comminuted fractures 
or gunshot fractures of the extremities) 
granulations have generally developed 
excellently while, however, epitheliza- 
tion is entirely absent. In cases of that 
type our method was particularly suc- 
cessful. 

But there were also a number of vari- 
cose ulcers which, having stubbornly 


resisted any therapeutic attempt for 
months or even years, could almost in- 
variably be closed within a period of a 
few weeks. 

Twenty-nine out of a total of 94 cases 
were failures. It is, however, worth men- 
tioning that after bacteriologic exam- 
ination, no virulent germs could be 
identified on their surface. Infection, 
therefore, was certainly not the cause 
of the failure to heal in those cases. 
Others were tested for vitamin C de- 
ficiency, but also with negative results. 
Vitamin ©, therefore, cannot be held 
responsible for the failures either. 


DISCUSSION 


Although for three decades now much 
attention has been devoted to the ques- 
tion of whether wound healing may be 
accelerated by local application of cell- 
division promoting factors, no solution 
to the problem has yet been offered. 
Where such attempts were made the 
conclusions drawn were based on a very 
small number of clinical cases and so 
lost their value. 

The problem was approached from 
two directions. On the one hand, the 
local application of cell-division stimu- 
lating factors was intended to accelerate 
the normal healing of wounds, while, on 
the other hand, the method was to serve 
the purpose of effecting the closure of 
indolent wounds, 7.e., wounds with no 
healing tendency. In either case it is, 
however, very difficult to form an opin- 
ion on the efficiency of one or the other 
therapeutic method. 

To measure the acceleration of the 
normal healing process would require a 
criterion not at our disposal from which 
to judge the speed of healing. Earlier at- 
tempts (chiefly by de Nouy) must now be 
considered obsolete. A variety of local 
or general factors may be active in delay- 
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ing the normal healing of wounds. Any 
attempt to include the total of them in a 
formula is—at least at the present stage 
—doomed to failure. 


The so-called “indolent” wounds con- 
stitute a major problem so far unsolved. 
There are external factors (climate, diet, 
care, rest) and the internal ones (internal 
diseases, intercurrent acute or chronic 
disturbances, endocrine disorders, dis- 
eases of the blood, deficiencies, vascular 
diseases), and eventually local factors 
(infection, the localization of the wound, 
blood supply, excessive granulations). 
If closure is rapidly effected by the in- 
stitution of a certain therapy in a wound 
which has previously showed no healing 
tendency, we are fully justified in con- 
sidering this a positive result of the 
method employed. In the great majority 
of our cases, therefore, local stimulants 
to all appearances accelerated the heal- 
ing of the wounds or effected their clos- 
ure. A large number of wounds refuse 
to heal for reasons perfectly incompre- 
hensible to us. Every indolent wound 
has its own intricate history, which alone 
determines the particular course healing 
is taking in that case. Here the estab- 
lishment of norms would be even more 
absurd than in the first category. 


Kither in wounds in which the healing 
process calls for acceleration or in the 
indolent type, the value of a particular 
therapeutic method can be judged solely 
from outward appearance. The value of 
these experiments, therefore, depends 
on accuracy of observation and the 
amount of material at the physician’s 
disposal. 


The present report can only be con- 
sidered a contribution to the compilation 
of data so necessary for the solution of 
the problem of influencing wound heal- 
ing by local application of cell-division 
stimulating factors. 
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RESUME 

Les extraits de tissu adulte employés 
pour activer la division cellulaire ont 
été employés avec succés pour effectuer 
et pour accélérer la cicatrisation des 
plaies. L’auteur décrit la maniére d’ex- 
traire et d’appliquer les extraits tissu- 
laires et les poudres séches qui en sont 
dérivés. 

Des résultats positifs furent obtenus 
dans les cas d’ulcéres diabétiques, ulcéres 
trophiques, uleéres trophiques dus a des 
troubles circulatoires et aussi dans des 
ulcéres résultant de brilures; néamoins 
les poudres desséchées des extraits tissu- 
laires adultes nous donnent les résultats 
les plus satisfaisants nous ayant obtenu 
65 guérisons dans 94 cas. 


SUMARIO 


Extratos de tejidos adultos, cuando 
usados para estimular y promover la 
cura de heridas, han demostrada su 
eficacia en accelerar el proceso curativo. 

Procedimientos téenicos son presen- 
tados para la extraccién y aplicacién de 
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los extractos de tejidos y de polvos secos 
preparados de los extractos. 

Los resultados obtenidos con el uso 
de extractos de tejidos adultos han sido 
positivos en casos de heridas traum- 
aticas y ulceras, ulceras varicosas croni- 
cas, Ulceras osteomialiticas, tlceras 
causadas por deficiencia circulatoria, 
ilceras diabéticas, ilceras causadas por 
malanutricion, tlceras y ulceraciones que 
resultan de quemaduras. 

Aun mas, los polvos preparados de los 
extractos de tejidos adultos, dieron 
mejores resultados, completando la cura 
de heridas en 65 de 94 casos. 
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BuBosEr 


OkcTpakTh CO3peAbIX TKAHe/ 3HATHTeEABHO 
yCKOpH.iH 3a%xKMBaHHe paH. ABTOp ONMCHI- 
BaeT TEXHHKY IIPHrOTOBICHHA IKCTPaKTOB U 


HX TIIPHMCHeHHA B BHC MOPOIWKOB, 


Baaronpuatuble pe3syAbTaTh ObIM MOly- 
YeHHbE B J€YeHHH JIKCTPaKTAaMH A3B TPaB- 
MaTHYeCKHX, pH XDOHHYECKHX BAaPHKO3ZHEIX 
A3BaX, IPH ABBaxX AuadeTa, pH Tpoduyec- 
KHX A3BaX HW pu OO#«Orax. 

Cyxne nopomku jJarm Haiizyymne pe- 
3YIbTaTh, JaBad 3axuBaHHe B 65 H3 94-x 


cy 4aes. 
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Suturing Infected Wounds of the Face 


HENRY D. GUILBERT, M.D., F.L.CS. 
TEGUCIGALPA, HONDURAS 


HE suturing of infected wounds 

of the face has not been a problem 

of great importance in the past, 
and consequently the literature to be 
found on this subject is very meager. 
Today, conditions brought about by the 
present conflict have given this subject 
a place of great importance. I refer in 
this paper to the wounds that communi- 
cate with the nasal cavity and the mouth. 

During the past five years in the San 
Felipe Hospital of Tegucigalpa I have 
tried various technics in an endeavor to 
solve some of our own particular prob- 
lems of time and space; and these ex- 
periences and the results obtained seem 
important enough for presentation under 
present conditions. 

Patients with wounds of the face come 
to San Felipe Hospital from two to six 
days following the injury, depending 
upon the distance they have to cover to 
get there. Usually they have received 
nothing but home treatment, and the 
wound is covered with dirty rags. The 
wounds vary from the severely contused 
and lacerated wounds produced from 
falls (Fig. 1, a and b) to the common 
clean-cut machete wounds. 

The common incised machete wound is 
typical. The wound is produced by very 
long and sharp knives, called machetes 
in Latin America and bolos in the Philip- 
pines. The machete is used as an agri- 
cultural implement, as a household tool 
and as a popular weapon. The wound 
produced in a hand-to-hand fight is usu- 
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ally on the side of the face, diagonally 
from the left eye to the right of the chin, 
or on the center of the face and ver- 
tically from the eyes down to the chin. 
The knife, after cutting through the soft 
tissues, imbeds itself in the bones of the 
face and has to be pried loose. These 
wounds communicate with the nasal cav- 
ity and the mouth. This weapon is being 
used in jungle fighting, and without 
doubt similar wounds are common on 
our battlefront. 

By the time these patients come to us, 
hemorrhage has been stopped and infec- 
tion has set in. The inflammation varies 
from the acute to the subacute. It may 
be stated at the beginning that the vari- 
ous technics and treatments given by 
excellent texts have been evaluated. 
Bailey’s® definite principles for the man- 
agement of the infected war-wound have 
been studied as they apply to our prob- 
lem. There is little variance of opinion 
as to whether or not the wound should be 
closed; the experiences of war surgery 
by Cochrane,® Odelberg,!® and Weddell*®° 
may be summed up in the statement 
that a comparatively quiescent wound 
can best be treated by watchful waiting. 
The most common method of treating 
these wounds has been the cleansing of 
the wound, removing foreign matter, 
irrigating it and packing gently to allow 
it to heal by granulation. This is a long 
process at best, requiring time and care 
and leaving unsightly scars that require 
plastic treatment. These methods have 
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Fig. 1. (a) Wound of the face seen four days after injury. (b) Another aspect of the same patient. (¢) Good 
cosmetic results following immediate suture. (d) Showing the small scars following immediate suture. 


been discontinued, and in their place the 
procedure here outlined has been fol- 


lowed. It has reduced time and care 
to a minimum with good results. 


TECHNIC 


It is assumed that the general con- 


dition of the patient receives immediate 
consideration, inasmuch as these in- 
fected wounds are most often encoun- 
tered in individuals of unknown re- 
sistance and in adverse circumstances. 
Kither under local or general anesthesia 
the wound is cleaned; only the obviously 
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dead tissues and foreign bodies, the 
pieces of bone that are totally detached 
from the periosteum, as well as broken 
or very loose teeth, are removed. Liga- 
tion of bleeding vessels may be done at 
this time. 

If the wound does not perforate into 
the nasal cavity or the mouth but only 
into the soft tissues of the face, the 
wound must be continued into the nasal 
cavity, the mouth, or both. A good con- 
nection must be established into these 
cavities if the tissues of the nose, lips or 
cheeks are involved. This is important. 
The connection into the nose or mouth 
will provide drainage for infected tis- 
sue. Next a drain is placed from the 
wound into the nose or mouth or both. 
A quarter-inch 5 per cent iodoform 
gauze or vaselined drain may be used. 

The muscles are then sutured using 
No. 00 or No, 000 catgut, or where trac- 
tion or tension is great and the supura- 
tion profuse, stainless steel wire is used. 
These wire sutures may be left buried. 
Care must be exercised in suturing these 
structures that the stitch be placed suffi- 
ciently far from the cut edge to prevent 
sloughing of tissues. The skin is then 
approximated and sutured with little 
undercutting. Deknatel, fine silk, fine 
steel wire or cotton thread will do 
nicely. The interrupted suture is pref- 
erable. The necessary retention sutures 
are then placed to relieve the strain that 
is sure to come from pressure of the 
postoperative edema. It should be noted 
that the mucous membrane is not su- 
tured, and when found intact, it is cut 
to establish drainage into the mouth or 
nasal cavity; further, that the muscles 
and skin are sutured so that healing will 
begin from the surface—from the skin 
toward the mucous membranes. 

The wound of the face is painted with 
mercurochrome or any other mild anti- 
septic and left uncovered. The most 
marked postoperative reaction is edema; 





this is sometimes severe for twenty-four 
hours. One or two sutures may be torn 
unless they are well placed in sufficient 
numbers with strong retention sutures. 
This reaction is accompanied by a rise 
in temperature that subsides usually 
within twenty-four hours. 

After about seventy-two hours the in- 
flammation subsides or is altogether ab- 
sent. (Fig. 2.) Drainage is well estab- 





Patient seventy-two hours after suturing in- 
fected wounds of the face. 


Fig. 2. 


lished, and the changing of drains is 
indicated. The patient is more com- 
fortable than he would be with an open 
wound of the face, and often he is up 
and about. The skin sutures are left in 
place for approximately six days, de- 
pending on the case. 

Variations in procedure have been 
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omitted in this outline. Any number of 
intermediate steps are possible and are 
naturally indicated. 
FACTORS INFLUENCING 
INFECTION 


WOUND 


Altemeier? lists the following factors 
influencing wound infection: (1) viru- 
lence, types and number of contaminat- 
ing bacteria; (2) the nature, location 
and duration of the wound; (3) the 
presence of foreign bodies; (4) the gen- 
eral condition of the patient; (5) the 
capacity of immunity response of the 
individual. Type and thoroughness of 
treatment determine the modifications of 
technic. It must be remembered that the 
profuse blood supply is a factor in the 
resistance of the facial tissues to in- 
fection. ; 

The chemotherapeutical drugs will 
play a very important role in the control 
of wound infection. The use of sulfanila- 
mide, sulfapyridine, sulfathiazole and 
sulfadiazine locally is recommended. 
The data accumulated from ‘World War 
IT experiences clearly indicate the local 
and systemic use of sulfonamides. 
Altemeier? points out the results ob- 
tained by the use of sulfanilamide locally 
and generally in the contaminated 
wounds at the Cincinnati General Hos- 
pital. He recommends its use in the 
control of infection. 

A number of authors seriously question 
the effectiveness of gas-gangrene anti- 
toxin given prophylactically. Overton,?° 
however, states that it has been shown 
that to date the best available treatment 
to supplement surgery is a combination 
of sulfonamides and antitoxins. This is 
especially true of the use of antitetanic 
serum in every casualty with an open 
wound. 

Tn the series of cases recorded at San 
Felipe Hospital, the simple procedure 
outlined has been followed, and the re- 
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sults obtained have been satisfactory. 
Infected wounds of the face may be 
sutured with relative safety with this 


procedure (Fig. 1, ¢ and d). 

In modern warfare, out in far-flung 
outposts, where well appointed hospitals 
are not the rule and wounds are seen 
late, where time is an important factor 
and personnel for long and complicated 
treatments wanting, this method of 
suturing infected wounds of the face 
may be of value. 


CONCLUSIONS 


A.-review of existing literature on 
the treatment of infected wounds of the 
face indicates that nearly all authors 
agree that certain wounds may be closed 
primarily but that it is best not to close 
any of them in military surgery. Cer- 
tain principles have been laid down to 
be followed in the management of in- 
fected war wounds, but how to deal with 
a gapping, infected wound of the face 
has not been fully studied. 

The procedure presented warrants 
the following conclusions: (1) The 
method advocated is limited in seope to 
wounds of the face that communicate 
with the nasal cavity and the mouth. 
(2) Incision may be required to obtain 
access into the nose or mouth for drain- 
age. (3) The wound is closed only on 
the skin surface, leaving free drainage 
into the nose or mouth, which is im- 
perative. (4) Devitalized tissue, foreign 
bodies, and blood clots are removed. 
(5) The undeniable drawback of a drain 
into the nose or mouth is offset by the 
fact that the patient is more comfortable 
than with an open wound of the face. 
(6) The course of treatment is shortened 
and the cosmetic results much better. In 
a great number of cases plastic repair 
is not necessary. (7) Where other 


methods of treatment are not practical 
because of lack of time and accommoda- 
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tions, this method will rehabilitate a man 
for travel or duty in the shortest pos- 
sible time. 
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RESUME 


L’auteur décrit une technique pour la 
suture des plaies infectées de la figure. 
Il en résume les conclusions suivantes: 





1. La méthode n’est utilisable que 
pour les plaies de la figure qui com- 
munique avec la cavité nasale et avec 
la cavité buccale. 

2. Une incision peut étre nécessaire 
afin de drainer dans la bouche ou dans 
le nez. 

3. Il importe de ne suturer que la 
peau afin d’obtenir un drainage complet 
par le nez ou par la bouche. 

4. Tout tissu dévitalisé, tout corps 
étranger, tout caillot sanguin doivent 
étre enlevés. 

D. IL y a quelque inconvénient de 
drainer par le nez ou par la bouche, 
mais le malade en est beaucoup moins 
incommodé que par une plaie béante sur 
la figure. 

6. La guérison s’effeectue moins lente- 
ment et les résultats esthétiques sont 
bien supérieurs. Dans un grand nombre 
de cas, une opération plastique n’est pas 
indiquée. 

7. Quand d’autres méthodes de traite- 
ment, faute de manque de temps ou 
(installation ne peuvent pas étre em- 
ployée, la méthode recommandée par 
auteur rétablit le malade dans une 
période de moindre durée. 


SUMARIO 


Describese aqui la técnica para la 
sutura de heridas infectadas de la cara 
con las conclusiones siguientes: 1° El 
método recomendado se limita a las 
heridas de la cara que comunican con la 
cavidad nasal o bueal. 2° Puede ser 
necesario hacer incisién para drenaje 
dentro de la nariz o boca. 3° La herida 
solo es suturada al nivel de la piel super- 
ficial, dejando libre drenaje dentro de 
la nariz o boca, que es indispensable e 
imperativo. 4° Todo tejido traumati- 
zado o severamente dafado, coagulos de 
sangre, cuerpos extrafos deben ser re- 
movidos. 5° La innegable desventaja 
del drenaje intra-nasal y bocal es com- 
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pensada por que el paciente esta mas 
comodo que cuando la herida en la cara 
esta abierta. 6° El progreso de este 
tratamento es mas breve y el resultado 
cosmético mas satisfactorio. En el major 
numero de casos operacion plastica no 
es necesaria. 7° Cuando otros métodos 
de tratamiento no son practicables por 
falta de tiempo y facilidades, este pro- 
cedimiento rehabilita al herido para 
viajar y para volver a servicio en le mas 
corto tiempo posible. 
Burpo,h 

IIourn Bee apropbl AONLICKaloT, 4TO He- 
KOTOPblie€ 3apaxKeHHbie paHbl JIHIfa MOXHO 
saulHBaTh Hariyxo, HO 4TO B BOCHHOM XH- 
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pypruu 9TO HenpuMeHumo. CyuwjectBy10t 
MOKa3saHuA AIA NCYHUA BZapaxKeHHEIX pau 
Mia, HO J€YeHHe 3HAIOULMX 3apaxKeHHBIX 
pan Hila HeAOcTaTOYHO paspadoranno. 

Astop npejsaraet npoueaypy orpannuen- 
HylO B IipHMenenun kK (1) cay4aHM B KOTO- 
pbx pana cooOmulaerca C HOCOBOM NOAOCThIO 
HWM pToM; (2) uHOrja HyAHO UpHGeparp K 
HaApe3sy If MOTO, 4TO-ObI MPOHMKHYTE B 
Hoc HAH B pot; (3) paHa 3alllMBaeTCA TOALKO 
Ha MOBepXHOCTH, OCTAaBAAA ApeHax B HOC 
uM B pot; (4) MeprBLIa TKAHH, HHOCTpaH- 
Hbie Tela WH KpOBaBbhle CrycTH yAaIATCS ; 
(5) ueyfoOcTBo Apena BO pTy HAM B HOCYy 
KOMMeHCHpyeTca TeM, UTO pana 3allinTa, ITO 
Gosee yAOOHO, 3eM 3uAIOMIaA pana, 





status.’’ 
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The Present Status of Functional Liver Tests 


ABRAHAM O. WILENSKY, M.D. 
NEW YORK, NEW YORK 


N treating liver disease it is neces- 
sary to fully understand the mech- 
anism of its production and the 

amount of functional damage which the 
given pathology entails. For this pur- 
pose reliable informative tests of liver 
function are very important. 

This information can be obtained from 
two sources: (1) from a study of the 
normal functions and its variations; and 
(2) by the use of foreign substances, the 
variations of whose excretion through 
the liver furnishes the measure by which 
the general functional capacity of the 
liver is to be judged. 

The important normal functions in- 
clude: (a) the metabolism and storage 
of proteins, carbohydrates (glycogen) 
and fats; (b) bile formation and exere- 
tion; and (c) the formation, presence 
and variation of the substances involved 
in blood clotting. 

(a) The metabolism of protein. This 
function is not shared to any appreciable 
degree by any other structure or organ, 
and the formation of the amino acids 
from proteins and their conversion into 
urea seems to be almost entirely a liver 
function. Normaley of the protein me- 
tabolism has assumed in recent years ¢ 
paramount position. The establishment 
of any degree of hypoproteinemia has 
been shown to be associated with mod- 
erately severe and far advanced stages 
of liver disease; its importance in inter- 
fering with the healing of wounds has 
been shown to be great; and the neces- 


sity of immediately correcting this ab- 
normality to the normal cannot be 
disputed or overemphasized. 

The relative proportions of serum 
albumin and globulin seem altered in 
various forms of liver disease, and the 
disturbance in quantitative relationship 
has been employed by some observers 
as a diagnostic test (Foley et al,? Snell,® 
Kirk,’ ete.). Usually the change is a 
rise in the globulin fraction and a fall 
in the albumin. I, personally, do not be- 
lieve the segregated test to be as im- 
portant as the determination of any 
grade of total hypoproteinemia. 

The carbohydrate metabolism is pos- 
sessed to some degree by all muscular 
structures, but the liver is the great 
storehouse of glycogen. The galactose 
and levulose tolerance tests are not re- 
liable because too many factors are 
involved in the mechanism of sugar 
metabolism. In addition, there is a wide 
variation in the rate of utilization of 
the various carbohydrates even in nor- 
mal individuals. 

(b) The production and metabolism 
of bile. The bone marrow and the spleen 
share this function, but again the liver 
is the important organ. Of the many 
tests suggested for this investigation, 
all concern themselves with basic con- 
ditions in which there is a deficiency in 
the production of bile (prehepatic), or 
more commonly, obstruction to the free 
outflow of the finished product from the 
liver (posthepatic). The chief tests of 
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this function are the direct and indirect 
van den Bergh test (a modification of 
the Ehrich-Diazo reaction) and_ the 
icteric index. Both of these tests can, 
fortunately, be used quantitatively, as 
they estimate the amount of bile pig- 
ment in the blood stream. A differentia- 
tion is possible in the van den Bergh 
reaction inasmuch as the test is direct 
in the posthepatic and indirect in the 
prehepatic types of jaundice. 

The Fouchet test is similar to the van 
den Bergh test. The bilirubin test of 
von Bergmann and Hilbott is very sensi- 
tive, utilizing bilirubin itself. It is very 
expensive and cannot be used when 


jaundice is present. In any case, there 


are differences of opinion regarding its 
reliability (Harrop and Barron,’ posi- 
tive; and Snell and Plunkett,® negative). 

The presence of bilirubin in the urine 
gives the same information as the van 
den Bergh test. 

The urobilinogen test is based on the 
fact that urobilin, which is produced in 
the intestinal tract, is passed through 
the liver where, if hepatic function is 
normal, it is completely converted into 
bilirubin; if function is abnormal, it is 
excreted in the urine as urobilinogen. 
If no urobilinogen is demonstrable, it 
may be assumed that biliary obstruction 
is complete. If present in dilutions 
greater than 1 to 20, it may be assumed 
that hepatic damage is extensive. 

Kstimations of the cholesterolemia 
have also been used, mostly, however, 
in the jaundice associated with the 
presence of gall stones. The relation- 
ship of the cholesterol ester content of 
the blood to its total cholesterolemia has 
been found to be changed (lowering of 
ester content) in jaundice resulting from 
acute hepatic degeneration (prehepatic) 
as opposed to jaundice resulting from 
common duct obstruction (posthepatic). 

(c) Study of the blood-clotting func- 
tion has also assumed an important 
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position. It includes the study of proth- 
rombin, thromboplastin, fibrinogen, 
calcium and vitamin K. The knowledge 
of the exact mechanism of this process 
is still confused, but the modern ten- 
dency, as the important studies of 
Quick, Stanley-Brown and others** have 
shown, is to attribute a large part of 
the task to the liver. Evidence of this 
function is furnished in cases of hepatic 
injury, in which the prothrombin in the 
blood plasma is diminished. 


Prothrombin deficiency is usually 
bound up with a lack of vitamin K and, 
clinically and pathologically, with 


severely damaged liver cells; bile salts 
are always diminished; and jaundice 
may or may not be present. The forma- 
tion, storage and excretion of prothrom- 
bin is a very static phenomenon, and the 
available supply becomes rapidly de- 
pleted, especially in the absence of 
vitamin K and bile salts. 

The disturbance of the blood clotting 
function is not fundamentally caused by 
jaundice per se, although it is commonly 
most pronounced then. The latest ob- 
servations have, however, indicated that 
the disturbance of this function has be- 
come a very important test and that any 
gerade of hypoprothrombinemia indicates 
severely damaged liver cells both in the 
presence and absence of jaundice and in 
early and late stages of the pathologic 
process. 

The abnormal variations of each one 
of these functions have been used suc- 
cessfully as tests of liver function and 
as indications of disease. Other tests 
include: (1) the serum phosphatase test; 
(2) the Hanger cephalin floculation test ; 
and (3) the hippurie acid test. 

Estimations of the serum phosphatase 
level have also been used in obstructive 
jaundice, but are only of value in icteric 
conditions definitely associated with ob- 
struction, for the reason that similar 
changes occur in other conditions also, 
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especially hyperparathyroidism, carci- 
noma of the prostate, bone tumors, ete. 

The Hanger cephalin flocullation test, 
supplemented by the serum phosphatase 
test, has been used in determining the 
presence of liver-cell damage in the 
various forms of acute hepatitis as op- 
posed to an obstructive jaundice. 

One of the important functions of the 
liver is the detoxification of poisons, 
bacteria and other harmful substances. 
This fact has been utilized in the hip- 
puri¢c acid test, in which the detoxifica- 
tion of benzoic and amino acetic acids is 
accomplished by their conjugation into 
hippurie acid. The Quick hippuric acid 
test suffers from the objection that im- 
pairment can be demonstrated only 
after very extensive damage and that it 
indicates only one function of the liver. 
Inasmuch as the synthesis of hippuric 
acid may occur also in the kidney, the 
test should be checked from that stand- 
point. 

There are other tests making use of 
the normal liver funections—the lipase 
test, the lactic acid test, the cinchophen 
test, ete., all of which have not received 
as much favorable comment as_ the 
others and are not in frequent usage. 

Of all the dye tests of liver function, 
phenoltetraordophthalein has proved to 
be of greatest use, especially in radi- 
ography. Otherwise none of these dye 
tests has been of any considerable use 
clinically. 

The total number of available tests 
of liver function and pathology is, then, 
considerable. Their complexity indi- 
cates either that no one of them has 
attained any universal degrees of ap- 
proval, or that some of them have only 
a specific indication which is not always 
present. In many instances their use 
does not yield conclusive data; but the 
results of these laboratory investiga- 
tions are clinically important in that 
they supplement and bolster up the 


clinically made assumptions of the pres- 
ence and degree of severity of liver 
disease. 

The primary objective of functional 
liver tests is to establish the presence 
or absence of disease or destruction of 
the liver parenchyma. At the same time 
the tests which utilize the normal physio- 
logic functions and processes of the liver 
indicate their pathologic aberration 
from the normal. To be complete, the 
obtainable information ought to be 
capable of including: (1) an estimate 
of whether the disease and/or paren- 
chymal destruction and its consequent 
physiologic disturbance is early, late 
and, possibly, at the borderline of in- 
sufficiency; (2) whether the disturbance 
is capable of being corrected; (3) the 
extent of such possible recuperation ; 
(4) the potential possibility for further 
extension of the disease or parenchymal 
destruction; and (5) whether the patho- 
logic process is irreversible. 

Laboratory tests have not been as suc- 
cessful as we should like them to be in 
corroborating clinical diagnoses of he- 
patic disease. The tests depend on too 
many variable factors. The more reli- 
able tests are too complicated or ex- 
pensive for general use, except in a large 
hospital. Sometimes they are not suited 
to the particular case in question. They 
do not always give the desired informa- 
tion; and the results are sometimes am- 
biguous. The success of their clinical 
integration is variable. They are, how- 
ever, somewhat more valuable in en- 
abling us to judge the character and 
intensity of the underlying pathologic 
process, the severity and extent of the 
cellular destruction, and the stage of the 
total illness, of which there is usually 
abundant clinical evidence. Then, too, 
repeated venous punctures injure the 
veins which later may be urgently 
needed for important therapeutic pur- 
poses. 
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The statement of Boyce and McFet- 
ridge! is well taken: “that the patient’s 
state may be extremely grave while this 
hepatic function remains within normal 
limits as one is able to measure those 
limits. In other words, the most ac- 
curate of tests must be permitted a rea- 
sonable margin of error, and it is pos- 
sible, because of the enormous reserve 
capacity of the liver, for a number of 
things to be seriously wrong while he- 
patic function remains unimpaired, at 
least by available standards of measure- 
ment.” 

The interpretation of functional ab- 
normal liver tests in medical and surg- 
ical patients, with and without clinical 
symptoms and without jaundice or other 
elicitable evidences of liver disease, as 
indicative of latent, early or occult liver 
disease, has been presented by a number 
of clinical observers who have corrobo- 
rated these assumptions by biopsy or 
operative specimens, showing change of 
structural pattern, or in some instances 
by postmortem examination. Hepatic 
dysfunction or subclinical hepatitis, as 
indicated by similar tests, have been re- 
ported in other conditions—peptie ulcer, 
rheumatoid arthritis, skin disorders, 
neuroses and psychoses—by Wyler and 
Paulson. Nevertheless, these findings do 
not invalidate the others, because he- 
patie structural changes have on ocea- 
sion been demonstrated in many of the 
conditions mentioned. Reliable fune- 
tional liver tests, then, may have an im- 
portant corroboratory function and 
value along similar lines in the preop- 
erative study of surgical patients as 
indicating the presence of latent hepatic 
disease. 

Nevertheless, in practical surgery, 
several tests are beginning to stand out 
because of their additional importance 
in indicating certain potential dangers 
for which we possess therapeutic pre- 
ventive and/or corrective measures, 
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These are: (1) hypoproteinemia; and 
(2) disturbances of the blood clotting 
function. 


Furthermore, in practical surgery 
such available information has _ been 


successful in providing a proper basis 
for estimating the relative danger of any 
prospective operation. When investiga- 
tion and therapeutic trial show that the 
pathologic process is irreversible, and 
when such basic diagnostic and func- 
tional laboratory information is _ reli- 
able, well integrated with the clinical 
picture and well understood, it contra- 
indicates absolutely any contemplated 
operation, necessarily useless under the 
circumstances, which would almost cer- 
tainly be fatal. 

There is, therefore, abundant need for 
reconsidering our entire conception of 
the normal and abnormal variations in 
determinable estimations of liver fune- 
tion as a help in diagnosis and prog- 
nosis of hepatic disease. It must be 
borne in mind that the liver, as. well as 
all other parenchymatous organs, per- 
forms its functions by virtue of a 
definite and specific structural pattern. 
Any change in the latter must obviously 
cause a corresponding change in the or- 
dinarily manifested function, with the 
proviso, however, that the latter, under 
some conditions, may not be demonstra- 
ble or recognizable for the reason that 
the functions are made good by an 
enormous compensatory effort in unin- 
jured parts of the same organ, because 
of a newly assumed mechanism in the 
same organ, or by the assumption of any 
individual compromised function by an- 
other organ in the body. Functional 
disturbances can, therefore, only be ade- 
quately understood in conjunction with 
a thorough knowledge of the normal 
variations in injury or disease. 

Age is a very important factor; and 
its effects must be thoroughly under- 
stood. Hstimations of liver function 
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which would be assumed to be abnormal 
in younger persons (those under 55 or 
60 vears of age) are usual in individuals 
above this age. In common with the 
changes which advanced age causes in all 
other structural parts and parenchyma- 
tous organs, similar changes in structure 
occur also in the liver, which necessarily 
affect the functional capacity in a cor- 
responding degree; and these effects 
must tend to give pseudo-abnormal 
values. 

Then, again, when foreign materials 
are used results differ according to the 
method and path of administration of 
the foreign material, i.e., whether the 
material is given intravenously or or- 
ally; and, in the latter method, whether 
it reaches the liver through the arterial 
hepatic circulation or the venous portal 
channels. 

Ordinarily, the question of fatigue— 
using this term in its broadest sense— 
in the exercise of any function enters 
also. I referred to this many years ago 
in connection with the cholesterol me- 
tabolism, pointing out the successive 
periods of accumulation of cholesterol 
bodies in conditions of fatigue and the 
disappearance of hypercholesterolemic 
states in periods of vigorous activity. 
Mann® has suggested the “straining” of 
the liver capabilities in order to bring 
out minor, or less easily demonstrable 
evidences of change of function. This is 
the fundamental mechanism, perhaps, in 
all methods using foreign substances. 

In a much too large proportion of the 
cases, hepatic function is demonstrably 
maintained by compensatory effort, as 
bile is still present in the stool, since 
there is no impairment in glycogenesis 
nor evidence of failure to deamidize the 
amino acids, in that urea formation is 
unhampered and a progressive increase 
of nitrogenous products in the blood is 
observed. The clinical picture of well 
established disease, marked by abdom- 


inal distention, vomiting, rise in tem- 
perature, oliguria, appearance of albu- 
min, casts and red cells in the urine, 
increase of residual nitrogen in the blood 
bleeding into the mucous surfaces and 
blood in the vomitus and in the stool, in- 
dicates only too well the severity of the 
illness and the fact that coma and death 
are approaching. In the absence of these 
manifestations, and in those cases in 
which the previously outlined tests of 
liver function are not available or give 
no reliable information, it is imperative 
to know the manifestations indicating ¢ 
severe and approaching fatal condition. 
These are as follows: 


1. Severe general symptoms, espe- 
cially fever and chills. This item 
is possibly of least importance. 

2. Anorexia or vomiting beyond the 
temporary or mild forms observ- 
able in the early stages of extra- 
hepatic lesions of the biliary tract. 

3. Shrinkage of the liver. This does 
not inelude the shrinkage of a 
temporarily swollen liver back to 
normal size. When this evidence is 
reliable and indicates a decrease 
below normal, it becomes the most 
important single clinical indica- 
tion of destruction of hepatic cells 
and impending hepatic toxemia. 
The ultimate stage of such shrink- 
age is acute yellow atrophy. 

4. Increasing jaundice. 

5. Any tendency to hemorrhage. 

6. Diminution of the secretion of 
urine, not accounted for by a cor- 
responding diminution in the in- 
take or fluid and with or without 
laboratory evidence of diminished 
renal function. 

7. Demonstration of leucine or tyro- 
sine in the urine. 

8. Retention of nitrogen in the blood. 

9. Signs of disturbed cerebral func- 
tion — convulsions, stupor and 
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coma. These are evidences of im- 
pending or established hepatic 
(“cholemia” f hepat ] 
cholemia or of hepatorena 
(“uremia”) intoxication. 


In some cases in which operation has 
been performed, additional facts are 
available: 


10. An operatively demonstrated cir- 
rhotic condition of the liver. This 
indicates far advanced disease and 
one in which terminal manifesta- 
tions may occur at any time. The 
presence of any degree of ascites 
only intensifies the significance of 
such findings. 
Undue prolongation of postopera- 
tive vomiting for which no other 
competent cause is demonstrable. 
Sudden and large diminution in the 
discharge of bile from an external 
biliary fistula, other facts and 
factors remaining equal and un- 
changed. 
13. Marked diminution in the amount 
of bile in the stool in the absence 


11. 


12 


of a discharging biliary sinus, 


other facts remaining equal. 

14. Appearance of postoperative jaun- 
dice or any pronounced increase 
in previously existing jaundice. 


In clinical practice, important cir- 
cumstantial evidence is available which 
gives knowledge and can be used as a 
rough measure of the degree of hepatic 
disturbance, both anatomically and func- 
tionally. In many cases( though not all) 
the kidney, which after the liver is the 
great excretory and detoxifying organ 
of the body, attempts to compensate for 
any loss of liver function. It succeeds 
to a certain degree, but commonly, 
sooner or later it fails in this respect 
also, because the kidney is not fitted to 
handle many of the normal products of 
hepatic metabolism nor the abnormal 
toxic bodies liberated in the normal or 
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damaged liver cell environment. The 
kidney promptly breaks down in its turn 
and becomes an important and fre- 
quently a decisive factor in the total 
subsequent dissolution. 

The renal complication, or rather, the 
stage in which combined hepatorenal 
symptoms appear, may occur when 
jaundice is absent. It is impossible to say 
to what stage the hepatic disturbance 
must progress before clinical evidence 
of renal involvement (hepatorenal syn- 
drome) can be obtained. Under the cir- 
cumstances any significant change in the 
kidney could be employed, therefore, in 
properly selected cases, other things 
being equal, as a measure of the pre- 
ceding clinically recognizable disturb- 
ance in the liver. 

The urine may be normal; commonly, 
however, the usual laboratory evidence 
of “nephritis” is present. Various de- 
grees of oliguria are present; complete 
anuria, however, never occurs. The con- 
centration of the urine is variable. These 
changes are, however, in no way diag- 
nostic, because of the protein character 
of such changes; nor can they be used 
as a measure of any disturbance. 

In clinical practice, however, fune- 
tional disturbance in the kidneys is best 
measured by the degree and extent of . 
any accompanying azotemia. Azotemia 
occurs in association with the following 
conditions: (1) severe and protracted 
vomiting; (2) immoderate and severe 
loss of intestinal contents, either through 
the natural exit or through an artificially 
produced intestinal fistula, especially 
when it is present high up in the ali- 
mentary canal; (3) diabetes with aci- 
dosis, especially in the stage of coma; 
(4) hypofunction (Addison’s disease) 
or experimental removal of the adrenal 
glands; (5) traumatic shock; (6) ex- 
tensive burns; (7) acute coronary throm- 
bosis; (8) profuse hemorrhage; (9) dis- 
eases of the liver and biliary tract such 
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as are under discussion in this com- 
munication; (10) cireulatory failure and 
collapse following operation, trauma or 
disease. 

With due regard to the above listed 
conditions, any degree of azotemia may 
be used as a measure of the severity and 
of the stage of any liver disturbance 
present. Some degree of azotemia may 
exist without any apparent effect on the 
clinical picture. In the presence of 
liver lesion, however, it indicates a seec- 
ondary renal lesion (hepatorenal syn- 
drome). At times it is the first indica- 
tion of an aggravation of the primary 
liver disease. Usually, however, there 
are asthenia, anorexia, vomiting and 
disturbances of the sensorium. Such a 
combination of symptoms and labora- 
tory data indicates a very severe lesion 
or an advanced, late or terminal condi- 
tion. And, in my experience, the level 
of the increased azotemia parallels the 
severity of the total disease. This is the 


value of azotemia in any liver lesion. 


CONCLUSIONS 


Tests of liver function are not essen- 
tially diagnostic and can only confirm 
previously made diagnoses of liver dis- 
ease. Necessarily, no single isolated test 
can be of as great clinical importance 
as a series of repeated tests. When the 
test is repeated at regular intervals, the 
series of observations gives a picture of 
the changes which go on in the progres- 
sion or retrogression of the liver paren- 
chymal lesion. At the same time they 
furnish information about the potential 
risk in contemplated operations, and 
enable fairly accurate prognoses of the 
future course of events. 

The quantitative condition and varia- 
tion of the protinemia and the abnormal 
variations of the blood clotting function 
give the most important information. 
Next in order are the tests which meas- 


ure the degrees of jaundice. None of the 
dye tests are of enough clinical im- 
portance except the phenoltetraidoph- 
thalein test, and the latter gives only 
radiographically its most important in- 
formation of the mechanical conditions 
governing the excretion of the contents 
of the gall bladder. In the presence of 
such basic conditions, clinical assump- 
tions of the pathology and disturbance 
of function and of the progression or 
retrogression of the underlying pathol- 
ogy must make additional use of other 
sources of circumstantial evidence, and 
of these the most important is yielded 
by the kidney because of secondary 
changes occurring therein (hepatorenal 
syndrome). The disturbance in the lat- 
ter, especially the degree of any accom- 
panying azotemia, can be used as a 
measure of the anatomic and functional 
changes in the liver. 
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RESUME 


Les épreuves de fonction ne sont pas 
positivement diagnostiques et ne servent 
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qu’a confirmer les diagnostics faits pré- 
cédement. Nécessairement, aucune 
épreuve seulé ne peut avoir l’importance 
clinique d’une série d’épreuves répétées. 
Quand l’épreuve est répété 4 des inter- 
valles réguliers, les séries d’observation 
nous renseignent sur le progrés ou sur 
Y’amélioration de la lésion parenchyma- 
teuse hépatique. Ces séries en méme 
temps nous renseignent sur les risques 
potentials d’une opération projetée et 
nous aident a formuler un prognostic. 
La condition quantitative et les vari- 
ations anormales de la protinémie ainsi 
que les variations anormales de la fone- 
tion coagulatrice nous fournissent des 
renseignements d’une grande utilité. 
Les tests des différents degrés de jau- 
nisse sont utiles. Nul test colorant, le 
phémotetra-idopthaleine excepté, ne pos- 


séde une grande importance clinique et . 


ce dernier ne nous renseigne que sur les 
conditions mécaniques qui gouvernent 
l’évacuation de la vésicule biliaire. 


L’assumption clinique de la pathologie 
fonctionelle et anatomique des voies bili- 
aires et du progrés ou de la rétrogres- 
sion des lesions doit étre basée sur les 


trouvailles de laboratoire et sur les 
examens cliniques répétés. L’examen 
des fonctions rénales est d’une haute 
utilité car les troubles hépatiques dé- 
terminent fréquemment des _ lesions 
rénales (le syndrome hépatorenal). Les 
lésions rénales et le degré d’azotémie pré- 
sent nous aide a évaluer les changements 
anatomiques et les troubles fonction- 
nels du foie. 


SUMARIO 


Examenes de la funcién hepatica no 
son esencialmente diagndésticos, unica- 
mente confirman la sospecha de enfer- 
medad hepatica. 

Necesariamente ningtin reactivo solo, 
podra ser de gran importancia clinica 
como son las pruebas repetidas. Cuando 


las pruebas son repetidas con regu- 
laridad a intervalos, las series de ob- 
servaciones asi verificadas revelan los 
cambios de progresion o de retrograda- 
cién en la parénquima del higado. Al 
mismo tiempo las reacciones asi obteni- 
das sirven de conocimiento del riesgo 
poderoso en caso de intervencién quirtr- 
gica y permiten un prognostico acertado 
de los resultados posibles. 

La condicién cuantitativa y las vari- 
aciones de la protinemia y las varia- 
ciones abnormales en la funcidn de la 
coagulacién de la sangre ofrecen im- 
portante informe. 

Otros datos necesarios son los eal- 
culos del grado o indice de ictericia. 

Ninguna de las pruebas de tintes y 
sombras opacas tiene suficiente impor- 
tancia clinica con excepcidn de la phenol- 
tetraidophthalein preuba, y atn ésta 


s6lo nos da sombras radiograficas de la 


condicién mecanica que revelan la ex- 
pulsién del contenido de la vesicula 
biliar. 

En presencia de estos elementos 
basicos, la presuncioén clinica de la pato- 


logia y de los desarreglos de funcioén y 


de los cambios en progresiOn y retro- 
gresion en la estructura organica, haran 
necesario recurrir a otros datos de 
origen colateral, el mas importante que 
és el rifién, por raz6n de los cambios 
secundarios que ahi se desarrollan (el 
sindrome hepatorenal). Los desarreglos 
renales, especialmente los cambios ana- 
témicos y fisiolégicos que existen en el 
higado nos dan ayuda diagnéstica. 


BrBoxH 


Ilpo6n d@yHkuuH even He UMeIOT IHCTO 
AMarHocTu4eckoh OWeHKH HM yNOTpeOAAWTCA 
TOABKO AAA AONOAHEHHA PaHbile MocTaBleH- 
Horo AMarHo3a. II po6m HuyxHO NOBTOpATE 
yepe3s pery.apHbie NepHoAbl BpeMeHu AJA 
TOrO, 4YTO-ObI yMeTb COCTaBHTh MmpeAcTaBe- 
Hue O MaTO.OrTMYeCKOM powecce B lapeH- 
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XMMe IleY¥eHH, AA WpaBMAbHOTO MporHnos3a 
OyAyulero TeyYeHuA OoNe3HH UH AJA OLCHKH 
pucka pes,soxeHHOH Onepannn. 

KoauyectBenHoe cocTosHue Hu BapHalnn 
IIpOTHEHeEMUM MH AOHOPMaALHbIA BapHenHn B 
PyHKWUMH crylujeHuaA KpoBH AawT HaliGoree 
ykKa3anua. 

SaTem cieylot WpoOk ompeserenua cre- 
enn «eityxH. 3 mpo6 oKkpackoi TOALKO 
enoibrerpanAodtarenH wMMeeT KAMHHYeC- 


Koe 3HayeHHe, JaBad Yepe3 paxuorpapuw 
oueHKy MexaHM4eCKuxX yCAOBHH yupaBls- 
1OULHX BbIAeIeHHeEM COAePKaHUA XeEAIHOTO 
ny3nips. B upucsircrBua TakKHxX OCHOBHEIX 
ycIOBuit HyKHO mpHOeraTh K ApyruM mpHe- 
MaM AA OWCHKH MaTOTOrMyecKoro mpomecca 
neyenn. 13 taxux, caMble eHHbIe 3TO Ipo- 
On dyHKWMH ToveK, a B OCOGeHHOCTH U3y- 
yeHne CTeleHu a30TeEMHH, CONpoBOxRAAUeh 
WaTOMOrHyeckHe H3MeCHeEHHA B WOUKAX. 





military service. 
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Restoration of Walking Capacity after Paralysis 
of Trunk and Leg Muscles 





AN OPERATION RESTRICTING THE HIP JOINT TO MOVEMENTS IN ‘TWO AXES 


E. SPIRA, M.D., D.Sc.* 
TEL-AVIV, PALESTINE 


combined with partial paralysis 

of the muscles of the trunk ren- 

ders the task of restoring walking 
capacity extremely difficult. 

By repairing interfering muscular 


| a SIVE paralysis of both legs 


contractures, one nearly always suc-- 


ceeds in enabling such patients to stand 
with the aid of an apparatus. However, 
walking with such an apparatus, which 
encloses both legs and the trunk, be- 
comes most fatiguing. In addition, the 
paralysis of the iliopsoas miuscle pre- 
vents flexion at the hip joint. The pa- 
tient is compelled to move forward by 
twisting his trunk around its vertical 
axis. This kind of propulsion is very 
troublesome and slow. 

The gait could be considerably im- 
proved if it were possible to rid one leg 
of the apparatus. In this case the leg 
confined in the apparatus would act as 
support only, and the free leg could be 
made to swing forward with the aid of 
the trunk. 

The realization of the plan meets with 
the following difficulties: A leg, com- 
pletely or almost completely paralyzed, 
behaves exactly like the leg of a skeleton, 
wired as for teaching purposes. When 
brought to swing, it does so equally in all 
planes ; hanging down, it assumes a posi- 





*From Beilinson Hospital. 


tion of external rotation at the hip and 
of moderate flexion of the knee. Thus it 
ean be used neither for walking nor for 
support. 

In both the paralyzed leg and the leg 
of the skeleton these defects can be cor- 
rected by linking the great trochanter 


‘with the bony pelvis. This does away 


with the external rotation and allows 
movement in the sagittal plane only. 
We applied this principle in the follow- 
ing’ case. 

TYPICAL CASE 


The patient, a boy aged 10, was af- 
flicted with widespread paralysis follow- 
ing anterior poliomyelitis at the age of 
five. In its acute stage the disease led 
to paralysis of the whole body except 
the muscles of respiration and degluti- 
tion. The final stage of muscle recovery 
was reached after half a year. He had 
not walked since the beginning of his 
illness, being moved about in a wheel 
chair. 

Physical Examination: In lying posi- 
tion the thorax and arms were well de- 
veloped. There was moderate lumbar 
lordosis. Abdominal walls were slack. 
Both legs were flexed at the hip and 
knee joints and rotated outwardly at 
the hip. Both feet were in extreme 
equinus position. Angles of flexion were 
as follows: Left hip flexion 155°, abduc- 











Right hip flexion 160°, abduc- 
tion 15°. Left knee flexion 150°, genu 
valgum 10°. Right knee flexion 170°. 
Left foot : extreme equinus position, toes 
bent plantarwards. Right foot: equinus 
pronation of the forefoot. 

The patient managed to sit up only 
by the aid of both arms, supporting 
himself on the mattress and squatting in 
order to gain a broader plane of sup- 
port. The paresis of the abdominal wall 
was more evident in the sitting position. 
A pronounced kyphoscoliosis of the lum- 
bar spine, convex to the left side, with 
compensatory curves, was manifest. 

The patient was unable to stand, even 
when supported by other persons. 

Neurologic examination of the mus- 
cles was much hampered by the existing 
contractures. In the left leg a weak re- 
sponse was obtained: Mm. iliopsoas, 
gluteus maximus, triceps surae, flexor 
digitorum longus. In the right leg: 
weak response, Mm. tensor  fasciae 
latae, blutaeus maximus, biceps femoris ; 
energetic response, Mm. extensor hal- 
lucis longus, extensor digitorum com- 
munis, Mm. peronei, triceps surae, flexor 
digitorum longus. 

Treatment: First the contractures 
were corrected under general anesthe- 
sia, followed by tenotomy of the left 
tensor fasciae latae and, in the right 
foot, transplantation of the extensor 
hallucis longus on the secaphoid bone and 
arthrodesis of the articulatio talo- 
cuneo-scaphoidea. After operation a 
plaster cast was applied, including and 
fixing both knee and hip joints in hyper- 
extension. 

After removal of the plaster cast six 
weeks later the patient was given an 
orthopedic apparatus, with a_ pelvic 
piece, for the left leg. Because of the 
lack of the right iliopsoas muscle and 
the weakness of the gluteus maximus no 
splinting apparatus was applied to the 


tion 20°. 
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right leg, only an apparatus for the 


shank in order to preserve the result 
of the tendon transplantation and ar- 
throdesis. 

The first walking attempts showed 
that the right leg, which remained out 
of the apparatus, was not fit for walking 
In bearing weight the leg 


or standing. 


A strip of fascia lata links the great trochanter with 

the pelvis. This technic, while restricting the hip joint 

to movements in two axes, restores the walking 
capacity. 


gave way, owing to the reasons men- 
tioned above (outward rotation, flexion 
in hip and knee joints). Swung forward, 
the leg began to dangle irregularly; 7.e., 
the patient showed essentially the same 
phenomena as described above in the 
skeleton leg. 

We now carried out the plan sug- 
gested initially, linking the great tro- 
chanter with the pelvis by means of a 
strip of fascia lata. First, a longitudinal 
incision was made downward from the 
middle of Poupart’s ligament. The pec- 
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ten ossis pubis was exposed. A canal 
was drilled through the superior ramus 
of the pubic bone. 

Secondly, a longitudinal incision was 
made on the lateral aspect of the thigh, 
starting 5 em. above the great trochanter 
and running down the whole of the 
thigh. A strip 14 inch wide and as long 
as the thigh was cut from the fascia 
lata and left attached to its insertion 
above the great trochanter. Its distal 
end was separated from the muscle. One 
assistant brought the leg into extreme 
inward rotation, the great trochanter 
thus being brought to the front. A canal 
was drilled through the great tro- 
chanter. The free end of the fascial 
strip was drawn through it and thrust 
through the superficial layers of the Y- 
shaped ligament, by means of a blunt 
instrument, until it was brought to the 
incision in the pubic region. Then the 
strip was led through the canal in the 
pubic bone from the lateral to the medial 
side, pulled tight and brought back the 
same way to the great trochanter. There 
it was again pulled tight, so that the 


leg remained inwardly rotated and fixed’ 


to the periosteum (see illustration). The 
wound was then closed and the leg re- 
tained in inward rotation for six weeks 
by means of a plaster cast. 

After removal of the plaster cast the 
leg remained in moderate internal rota- 
tion. The patient was brought to a 
standing position with the aid of a eal- 
liper shoe, which, keeping the foot in 
slight equinus position, secures a firm 
extension in the knee joint. This, to- 
gether with the elimination of the out- 
ward rotation in the hip, fits the leg for 
Support and weight-bearing. In swing- 
ing forward the leg describes a pure 
sagittal curve, as illustrated with the 
experiment on the skeleton leg. 
Results: The act of walking observed 
i our patient after all these measures is 
as follows: The patient swings the free 


operated leg forward by a quick move- 
ment of the body, bearing his weight on 
the leg which is still included in the 
apparatus. The equinus position of the 
foot leads to a strong although passive 
extension of the free leg at the knee, 
enabling it to bear the weight ade- 
quately. The confined leg is then swung 
forward by means of a similar quick 
body movement. 

It goes without saying that intensive 
exercises were started at once to teach 
the patient to make right use of his leg. 

Eleven months have elapsed since the 
operation. The patient is steadily im- 
proving. He is now able to attend school 
and to walk for an hour on sandy, un- 
even soil without tiring. He uses two 
walking sticks for support. 


RESUME 


Une méthode est décrite avee laquelle 
les mouvements qui interviennent dans 
Varticulation de la hanche sont élim- 
inés. En cherehant d’améliorer les ré- 
sultats obtenibles avec un apparat qui 
confine les jambes et le bassin, l’auteur 
a fait ’opération décrite dans le rapport 
du cas. Elle a les suivants avantages: 
un, malgré la paralysie bilaterale, une 
jambe seulement est enfermée dans l’ap- 
pareil; deux, la jambe libre devient utile 
pour soutenir et porter le poids du corp, 
en oscillant en avant elle décrit une pure 
courbe sagittale. L’opération réduit 
aussi le poids de Pappareil nécessaire. 


SUMARIO 


Se describe un método por el cual se 
eliminan los movimientos rotatorios in- 
terferentes de la articulacién de la 
cadera. El autor hizo la operaci6n des- 
crita en el caso que se anota, tratando 
de mejorar los métodos obtenidos por 
medio del aparato que aprisiona la pel- 
vis y los miembros. Tiene estas ven- 
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tajas: primero, a pesar de la paralisis 
bilateral solo un miembro se coloca en 
el aparato. Segundo, el miembro libre 
se vuelve util tanto para aguantar el 
soporte como el peso; al moverlo hacia 
delante describe una curva sagital. La 
operacién también reduce el peso del 
aparato. 





BuBposn 


Asrop omuchiBaer mponelypy, koTopaa 
uMeeT cleyioulwe mpenMyllectBa: HeCMO- 
TpA Na TO, 4TO OGe OKOHEYHOCTH Naparu3y- 
BAaHHbI, OHA TOAbKO 3akmI0OYeHHa B alllapa- 
re. CpoOoxnan Hora TaKHM OOPa30M IIpH- 
roa Jia moxsAepaeu. Onepanna takxe 
yMeHbilaeT Bec alllapata. 
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Argumosa’s Two Methods of Blepharoplasty 





(Usually Attributed to Other Authors)* 


M. MARQUEZ, MLD. 
MEXICO, D. F. 


N A book written by me in 1936! I 
if submitted definite proof that™ the 

Spanish surgeon Diego de Argumosa 
was the first to develop and practice 
successfully the two methods of blepha- 
roplasty which the literature credits 
wrongfully to the eminent German sur- 
geon Dieffenbach and the distinguished 
Hungarian surgeon Imre. Because the 


recent civil war in Spain limited the 


circulation of this book, I am taking ad- 
vantage of the international good-will 
that always prevails at these meetings 
to again call attention to this injustice. 


With reference to that type of blepha- 
roplasty described in the text-books on 
facial and ophthalmic surgery as the 
Dieffenbach procedure, we claim, in ac- 
cord with other Spanish authors, such 
as Calvo and Martin’, Escribano’, and 
Ribera‘, that it should be named after 
Argumosa, or if necessary, it may 
he called the ‘‘Argumosa-Dieffenbach 
blepharoplasty’? in deference to the 
latter surgeon. 

The above named Spanish authors, 
and particularly Ribera, have persist- 
ently demonstrated that Argumosa was 
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Fig. 1. Copy of Argumosa’s report of his operation, signed November 18, 1833. 





* Presented at the Third International Assembly of the 
International College of Surgeons in Mexico City, 
August, 1941. 


the first to perform this operation. The 
latter author, in proof of this contention, 
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submits a copy of certain paragraphs 
from the original report that professor 
Diego de Argumosa read before a public 
meeting of the Faculty of the College of 
San Carlos (The Faculty of Medicine 
of the University of Madrid). In that 
original memoir, which is still on file in 
the medical library (Fig. 1) and in Ar- 
gumosa’s own surgical papers published 
several years later’, one finds definite 
proof that the latter author developed 
and practiced this procedure in October, 
1832 (the day is not stated), recording 
and signing his memoir (Fig. 1) on this 
operation on November 18, 1833, and that 
it was finally read at a public session of 
the Medical Faculty on April 3, 1834. On 
the other hand. Dieffenbach first prac- 
ticed this procedure at the clinic of 
Lisfrane in Paris in the year 1834, and 
published it in 1836°. 
> 


defect of the lower eyelid that results 
from the resection of tumors in this lo- 
eality by preparing a flap from the adja- 
cent external skin area as follows: From 
the point c of the triangular defect abe 
(Fig. 2, I) either a horizontal or a 
slightly curved incision is made towards 
the temple (Fig. 2,c d or cd’), then from 
the point d or d’ another incision is made 
parallel to the external edge be of the 
excised triangle abc (ed or e’d’). The 
rectangular flap thus obtained (bcde or 
bcd’ec’) is mobilized to the line b e or b e’ 
and the whole flap is then brought in- 
ward to cover the triangular defect abc 
(Fig. 2, IT) thus leaving another equally 
triangular defect in the outer side of the 
flap which is either allowed to granulate 
or is covered by skin graft. 

In the Faculty of Medicine of the Uni- 
versity of Madrid I found three old wax 





Fig. 2. Refilling and repairing inverted triangular defect of lower eyelid by preparing a flap from the adja- 


cent external skin area. 


Argumosa was, therefore, the first to 
develop and to officially record this 
blepharoplasty; for this reason I feel 
that it should be called the ‘‘ Argumosa- 
Dieffenbach blepharoplasty.’”’ 

This procedure consists in refilling and 
repairing the inverted triangular-like 


models which are now on file in the li- 
brary of the ophthalmologic clinic de- 
picting the above operation, and the 
same may be said for a picture that is 
printed in Argumosa’s original text-book 
of surgery’. The following technic used 
by me successfully in a case of congenital 
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coloboma of both upper eyelids and in- 
volving part of the eyebrows may be 
considered as a special modification of 
the above original procedure of Argu- 
mosa. After resection of the coloboma 
the triangular defect ABC (Fig. 3, I) 


a ~ 
I : ‘ 


the defect are approximated and sutured 
(Fig. 3, II). The triangular defect left 
on the outer side of the flap may be 
allowed to fill in by granulation, since 
the ensuing scar will not interfere with 
the function of the lid. The functional 





Fig. 3. Triangular defect refilled by mobilizing a flap so that borders of defect are approximated and sutured. 


was refilled by mobilizing a flap prepared 
as follows: A horizontal incision (1 em.) 
extending lateralward (D EF), is made 
from the outer commissure, then a ver- 
tical incision (EF F’) is made almost par- 
allel to the external border (B C) of the 
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and cosmetic results in this case were 
excellent. 

The second procedure of Argumosa, 
and named by him ‘‘geno-blepharoplas- 
ty,’’ was developed and practiced by this 
author in 1832 but, unfortunately, was 


Fig. 4. Results obtained by Argumosa after mobilizing the flap. 


not made public until 1858, when he pub- 
lished it in his Reswmen de Cirujia® 
Figure 4, obtained from the above men- 


defect; after joining the points (C D) 
through another incision the flap is thor- 
oughly mobilized so that the borders of 
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tioned book, depicts one of the cases on 
which he operated for the resection of 
two telangiectatic tumors. The one lo- 
cated in the lower lid was resected by 
two circumscribing semilunar incisions, 
while the other one in front of the ear 
was removed with two incisions shaped 
like an almond, by continuing the inci- 
sion resulting from the union of the last 
two in a curve with the concavity facing 
inwards and upwards until it met the 
internal portion of the semicircular flap. 
By mobilizing the flap between the two 
extirpated zones until the defect created 
is completely covered, he obtained the 
results shown in Figure 4, IT. This second 
procedure of Argumosa leaves no loss of 
substance after the original defects are 
covered. 

Imre’s procedure’ is somewhat similar 
to the above, for it only differs from it 
in that, whether or not there is another 
lesion in that region, he resects a small 
triangle, the so-called ‘‘Burrow’s tri- 
angle’’ (Fig. 5, upper), which facilitates 
the upward and outward mobilization of 
the upper flap, then, by freeing out- 
wardly the lower flap (see direction of 
arrows in Fig. 5), the inferior lip of the 








Fig. 5. Imre’s procedure resects ‘‘Burrow’s tri- 
angle to facilitate mobilization of upper flap, then 
freeing outwardly lower flap. 


fore, it could be called the ‘‘operation of 
Argumosa-Imre.’’ 

There is another method which I have 
devised by combining the Argumosa- 
Dieffenbach blepharoplasty with the 
method of Szymanowski, by reversing 
the latter procedure. This technie which 
I have used successfully to cover the de- 
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Fig. 6. Technic of reaction of small tumors of lower lid. Follow text. 


small triangle can be brought into ap- 
proximation with its supero-external lip, 
covering the created defect. As may be 
seen, this operation is very similar to 
the one performed by Argumosa; there- 





fects that result from the resection of 
small tumors of the lower lid may be 
described as follows (Fig. 6, I): After 
resecting an epithelioma from the free 
border of the right lower lid. the tri- 
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angle-like area of healthy tissue (A BC) 
is extirpated; then the intermarginal 
incision (B F’) is made and extended 
upwards and outwards, connecting the 
points Ff’ E, this latter incision being 
slightly curved. Next, the vertical inci- 
sion (HF D) is made and the resulting 
quadrangular flap (C B F E D) is dis- 
sected down to the level of an imaginary 
line connecting the points C D. By ap- 
proximating the borders of the flap 
(BF E) to the edges (F” B’ A’, Fig. 6, IT) 
the defect is covered, leaving only the 
denuded area (E’ F’ D’) which can be 
considerably reduced by suturing the 
angles EH’ D’ so that the resulting scar 
becomes almost imperceptible. 


SUMMARY 


Two methods of blepharoplasty were 
first practiced by Argumosa: (1) The 
one attributed to Dieffenbach, but which 
was first developed and practiced by 
Argumosa in 1832, and later published 
by him in his Resumen de Cirujia in 1858. 
His original memorandum, the last por- 
tion of which has been submitted in evi- 
dence (Fig. 1) and which describes his 
method, was signed on November 18, 
1833, and read at a public session in the 
Colegio de San Carlos of the University 
of Madrid. Dieffenbach, on the other 
hand, performed this operation in Paris, 
in 1834, and published it in Casper’s 
Wochenschrift in 1835. (2) The method 
described by Imre in 1930 is substantially 
similar to the one practiced by Argumosa 
in 1832, and published in his Resumen 
de Cirujia. There is thus no doubt on the 
part of the author that Argumosa was 
not only the first to perform this opera- 
tion, but also the first to publish it. 

The methods which I have devised for 
the resection of colobomas of the upper 
eyelid and of small tumors of the lower 
eyelid are but variants of the Argumosa- 
Dieffenbach procedure. 


M. MARQUEZ 








BIBLIOGRAFIA 


1. Acciones de Oftalmologia Clinica especial, ler 
cuaderno Madrid, pp. 139, 145, 1936. 

2. Tratada elemental de enfermedades de los ojos, 
cuaderno Madrid, p. 235, 1847. 

3. Datos para la historia de la Anatomia y Cirugia 
espafiolas en los siglos, vols. 18 y 19, diseurso inaugu- 
ral de la Universidad de Granada, p. 82, 1916. 

4. Estudios monograficos de Cirugia espafiola (obra 
postuma). 

5. Resumen de Cirugia, Madrid, p. 231, 1856. 

6. Einige Bemerkungen aus und ueber Paris, Carpes 
Wehnschr., p. 7, 1935. 

7. Lidplastik, Budapest, 1930. 


RESUME 


Sans doute Argumosa a pratiqué les 
deux procédés suivants de blépharoplas- 
tie en 1832: (1) Celui attribué a Dieffen- 
bach publié par Argumosa en 1858 dans 
son Resumen de Cirugia. Dans la Biblio- 
téque de la Faculté de Médecine de Mad- 
rid se trouve le mémoire originel, dont 
nous avons réproduit la partie finale, 
avec la date du 18 novembre 1833. Le 
mémoire fut lu en session publique du 
Collége de San Carlos de Madrid (Fac- 
ulté de Médecine). Dieffenbach exécuta 
ce procédé a Paris en 1834 et le publia 
dans la Casper’s Wochenschrift, 1835. 
(2) Celui décrit par Imre en 1930 est 
sensiblement le méme qu’avait mis en 
pratique Argumosa en 1832 et publié 
aussi en 1858 dans son Resumen de Ciru- 
gia déja cité. Il est hors de doute 
qu’Argumosa non seulement I’a exécuté, 
mais aussi il l’a publié longtemps avant. 

Des variantes du procédé d’Argumosa 
sont celles que l’auteur (Marquez) a 
appliquées aux cas de colobome de la 
paupiére supérieure et a l’extirpation de 
petites tumeurs de la paupiére inférieure. 


SUMARIO 


Argumosa fué quien practic6é primero 
los dos procedimientos siguientes de 
blefaroplastia: (1) El atribuido a Dief- 
fenbach, publicéndole en 1858 en su 
Resumen de Cirugia habiendo sido pues- 
to en practica en 1832. Consta archivada 
la memoria original (cuyo final se re- 
produce en el texto) con la fecha de 18 
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de Noviembre de 1833 habiendo sido 
leida en sesién ptblica del Colegio de 
San Carlus de Madrid (Facultad de 
Medicina). Dieffenbach la ejecut6é en 
Paris en 1834 y la public6é en Casper’s 
Wochenschrift, 1835, pagina 7. (2) El 
deserito por Imre en 1930 es sensible- 
mente el mismo que habia sido puesto en 
practica por Argumosa en 1832, publica- 
do también en 1858 en su citado Resumen 
de Cirugia; no cabiendo, por tanto, duda 
alguna de que Argumosa no solo lo eje- 
cut6 sino que también lo publicé antes. 

Del procedimiento de Argumosa-Dief- 
fenbach son variantes las que el autor 
de este trabajo ha aplicado a los casos 
de coloboma del parpado superior y a la 
extirpacién de pequenos tumores del 
parpado inferior. 


BurBpo,n 


Argumosa (Apriomo3a) nepphim pa3pa6o- 


Tat Be onepanun G1ehaponsactuku: (1) 
Ilepsyw, Tak Ha3sbipaemyio onepannio Jud- 
eunGaxa, Koropyio AprioMo3a WepBbiM co- 
Bepiiaa B 1832 roy uM Wo3Hee OlyOANKOBal 
ee B ero Pecymen ye Ifupyrua B 1858 roy. 
Ero opurunas, KoTOpbiii aBrop OnMcbiBaet 
(Murypa 1), 6a noAnucan um 18-ro Ho- 
aOpa, 1933-ro roga, wu Obl1 MpowuTan B 
oTKpbhitoh ceccuu B Koszerno Can Kapsaoc 
Maapuackoro Yuusepeutera. Jl udden6ax 
celaa aty-xe onepannmio B apne Bp 1834- 
OM roy Mw OoTHeyaTan ee B 1835-oM rosy B 
Kacnep Boxenupudr. Meroa onucanubii 
impo bp 1930-om roajy noywrH HuYeM He OT- 
anuvaetca oT Onepanunu Apriomosa. AsBrop 
yRepen, 4TO HepBencTBO Mpou3sBoAcTBa HU 
ouncanua onepanun upunassexur Aprio- 
MOBY. 

Meroay apropa Aja pesekijHH KOOGOMBI 
BepXHALO Beka HM MaJAbIX OllyxXOJei HMAHATO 
Beka mpectaBiawrT co6oi BapHainu onepa- 
nun Apromosa-J,udpen6axa. 
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Editorials 








Postoperative Prognosis in Tumors of the Adrenal Cortex 


URGERY, so intrinsically entwined 

with the advances in every branch 

of medicine, promises, as in the 
past, to bring forth new advances. The 
use of new technics has made _ post- 
operative prognosis more certain and 
accurate following removal of tumors 
of the adrenal cortex. Until recently, 
however, the réle played by tumor trans- 
plants in postoperative prognosis has 
been almost entirely unknown or 
neglected. ; 

Dr. Rudolph Nissen’s recent contribu- 
tion gives much food for thought to the 
hitherto meager information on_ this 
subject. 

In a paper entitled “Tumors of the 
Adrenal Cortex: A Procedure Whereby 
the Post-Operative Prognosis May Be 
Improved,” published in Eaperimental 
Medicine and Surgery, 1:309, 1943. Dr. 
Nissen reported a case of a woman 54 
years old from whom a large cortical 
tumor of the left adrenal gland, weigh- 
ing 670 gm., was removed. 

Particularly in women, there is dan- 
ger of adrenal insufficiency following re- 
moval of such a tumor. Therefore, in 
order to improve postoperative prog- 
nosis in this patient’s case, a transplanta- 
tion of two small pieces of tumor tissue 
was effected into the subcutaneous fat 





near the incision in the hope that the 
tumor tissue graft would continue to 
secrete the specific hormone and pre- 
vent the fatal outcome usually resulting 
from profound adrenal insufficiency. 
In spite of subcutaneous, intramuscu- 
lar and intravenous administration of 
every known variety of adrenal cortex 
hormone before and after the operation, 
for the first forty-eight hours the patient 
did not improve and the prognosis looked 
gloomy. A low blood pressure, high 
temperature, rapid pulse and respira- 
tion, vomiting, rash on the body surface 
and abdominal distention were present 
nevertheless. Slowly the clinical pie- 
ture changed, and the patient’s condi- 
tion became normal, after which she was 
discharged from the hospital. By the 
end of ninety days all symptoms of 
masculinization had disappeared. 
Following the operation urinalysis 
revealed a drop in a-ketosteroids from 
58 mg. to 0.7 mg. and in b-ketosteroids 
from 16.7 to 0 mg. (Dr. E. J. Baumann). 
The histologic report based on slides 
of the suprarenal made on removal of 
the grafts one year later showed that 
the transplants had not diminished in 
size and had retained their character- 
istic morphology (Dr. P. Klemperer). 
It seems reasonable to assume that 
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hormone was probably supplied from 
the transplanted tissue beginning with 
the second day, and its protective action 
carried the patient through the critical 
period following the operation until the 
opposite adrenal had an opportunity to 
reéstablish a hormone balance. 

It may be argued that such trans- 
plants might become malignant; in such 
event radical excision may be done eas- 
ily, because of ease of accessibility. 


This study is an absorbing one, and 
further experimentation along the line 
initiated by Dr. Nissen may reveal the 
growing importance of this method in 
improving postoperative prognosis in 
certain types of tumor transplants. 

Max Thorek. 
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Do Urinary Antiseptics Cure Urologic Conditions? 


OR many years it has been the 
F arcent hope of physicians and, in 

particular, urologists that some 
day a urinary antiseptic would be pro- 
duced that would sterilize the urinary 
tract and clear up infections resistant 
to internal medication. One drug after 
another was developed after consider- 
able travail, only to be set aside as more 
or less unsatisfactory and disappointing. 
Then came the sulfonamides, a veritable 
landmark in urology, and hopes again 
rose with the publication of the miracles 
performed by these drugs, particularly 
the successive modifications and im- 
provements of the original sulfanila- 
mide. 

Although there is still much to be 
learned about these products, we have 
already acquired much definite knowl- 
edge of what they can do, and what is 
more important, we are gradually learn- 
ing what they cannot do and why. 
Interminable painstaking studies have 
been made, and are still being made, 
which reveal the great therapeutic val- 
ues inherent in these drugs, as well as 
the dangers involved in their indiscrim- 
inate use. One might say these dangers 
exist, to a lesser degree of course, even 


when the sulfonamides are employed 
with great care and caution, but we are 
learning how to detect the earliest signs 
of danger and how to combat it. 

Chief among these dangers is the in- 
creased concentration of the drug in the 
blood, which is the direct result of the 
administration of heavy dosage without 
regard to the renal potentialities. It has 
been shown that a given dosage in cases 
with normal renal function produces no 
toxic symptoms; whereas the same dos- 
age produces toxic reactions when the 
renal function is impaired. More recent 
experience, however, has demonstrated 
that heavy dosage is not always neces- 
sary. As Helmholz and others have 
shown, many infections of the urinary 
tract will clear up in a most satisfactory 
manner under minimal dosage, espe- 
cially when accompanied. by an adequate 
fluid intake. 

There is little or no danger of stone 
formation or other damage to the kid- 
neys from sulfadiazine, the least toxic 
of these drug's, when minimal doses are 
employed, in cases with good renal func- 
tion. It goes without saying, however, 
that there are cases in which it is neces- 
sary to administer larger doses; but as 
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these cases usually are hospitalized, with 
facilities for the early detection of signs 
of danger, the risk is greatly reduced. 

The problem of sulfadiazine crystal 
concretions still remains partly un- 
solved. The principal factor in this com- 
plication is the heavy concentration of 
the drug in the urine. This may occur 
either in the form of the drug itself or 
in its acetyl derivative. The danger of 
concretion formation can be reduced by 
increasing the alkalinity of the blood 
and elevating the temperature, as 
emphasized by Barnes. This is con- 
firmed by the observation that with the 
administration of large doses in certain 
conditions, notably pneumonia, concre- 
tions usually appear after a fall in the 
temperature. 

The crux of the problem involved in 
the use of the sulfonamides lies in the 
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fact that there is a definite element of 
danger in their use unless the renal 
function is good. Constrictions, sharp 
anatomic angles, atonic ureters and sim- 
ilar organic conditions, by their inter- 
ference with normal renal function, 
naturally militate against successful re- 
sults with these or any other drugs. If 
there is a moral to be drawn or a lesson 
to be learned, it is that urinary anti- 
septics do not and cannot cure organic 
pathologic conditions in the urinary 
tract and that in all cases resistant to 
sulfonamide therapy diagnostic urologic 
studies should be made; better still, they 
should be made before therapy is begun. 
If this is done, many or all of the serious 
complications of sulfonamide therapy 
may be prevented and disappointment 
in the results avoided. 
A. L. Wolbarst 





the early days of its organization. 


Fellow from our organization. 





IN MEMORIAM 


Dr. Ralph A. Bowdle, F.I.C.S., of East Ely, Nevada, passed away in October 
of coronary heart disease. Dr. Bowdle has been a Fellow of the College since 


Dr. William M. Dunn, F.I.C.S., Atlanta, Georgia, passed away on January 4. 
Dr. Dunn was one of the earliest affiliates of the College. He did much to 
further its interests in Georgia and the South. His passing removes a valued 














Difficulties of a Chinese Army Surgeon 


DR. J. HENG LIU, F.ILCS. 
WASHINGTON, D.C. 


HINA has been at war with Japan 
for almost six years, and most of 
that time had over 5,000,000 men 

in the field. Casualties have been many, 
but exact figures are not available. Par- 
ticularly during the first six months of 
the war, the number of casualties ran up 
very rapidly to hundreds of thousands, 
making the care of the wounded a very 
difficult task indeed. At that time China 
still had her transportation and her big 
cities, but even so, concomitant with « 
series of retreats and extensive migra- 
tions of the population, the transporta- 
tion of the wounded and their medical 
‘are immediately became a tremendous 
problem. Hundreds of field and base 
hospitals were quickly set up, and all 
hospital facilities, public and private, 
were commissioned for military service. 

It is evident that in such a rapid ex- 
pansion of the medical services in the 
army, the quality of service had to suf- 
fer. Rush orders were sent to Europe 
and America for equipment and sup- 
plies, and production for those items 
which could be manufactured in China 
was stepped up. The serums and vac- 
eines which our armies used were al- 
most entirely produced in Chinese labo- 
‘atories by Chinese  bacteriologists. 
Cotton, gauze and bandages were for the 
most part produced in China. Various 
simpler types of equipment, instruments, 
chemicals and drugs were also being 
manufactured in China, but the greater 
part of the medical necessities had to be 
imported. 


As the blockade tightened up, it be- 
came more and more difficult to bring in 
supplies from the outside, and their 
transportation, first through Shanghai, 
had to be routed through Hongkong, 
Indo-China, Burma over the Burma 
Road, and now only by air through 
India. 

The availability of personnel was also 
a serious problem. The Chinese army 
medical services now have a strength 
of about 30,000 medical officers, of whom 
only 7 per cent (roughly 2000) are 
graduates of medical colleges. The rea- 
sons for this state of affairs are quite 
apparent, but require certain explana- 
tions. The total number of all doctors 
in China (graduates of medical schools) 
is only about 10,000. This gives an aver- 
age of one doctor to 40,000-50,000 popu- 
lation as compared to the average for 
the United States of one doctor to 700- 
800. Native doctors prescribing herbs 
are not included in these figures, because 
they cannot qualify as army doctors 
anyway. 

Many of these doctors are still in oc- 
cupied territories, and for one reason 
or another could not move into Free 
China. Cities like Shanghai, Peiping, 
Tientsin, Hongkong, Hankow, which 
have always had the largest numbers 
of doctors per unit of population, are 
not by any means even now depleted of 
their medical practitioners. Probably 
40 to 50 per cent of the doctors in China 
still live and work in-the occupied ter- 


: ritories. 








; 
ma 
by 
wit 
leg 
doc 
be 
arn 

7 
the 
exe 
tim 
enr 
300 
ate 
bee: 
lack 
nel 
of t 
alre 

It 
90 
are 
aide 
shot 

wou 
has 
men 
ing 
men 
sup} 
saril 
TT 
near 
lacki 
the 
very 
dier. 
equi} 
becon 
for ¢ 
Th 


oper: 
auspi 
the \ 
Relie 
but t 


long 





er NN Fo fe 








The Chinese public health services, 
maintained by the provinces as well as 
by the central government, together 
with the faculties of the medical col- 
leges, probably employ 1500 to 2000 
doctors. Their jobs are considered to 
be no less essential than those of the 
army medical officers. 

There are thirty medical schools in 
the country which, with only one or two 
exceptions, had to be moved one or more 
times since the war started. The total 
enrollment in these schools is not over 
3000, and only 400 or 500 doctors gradu- 
ate each year. Various attempts have 
been made to enlarge these schools, but 
lack of equipment and teaching person- 
nel makes expansion difficult. For some 
of them, being able to continue at all is 
already considered remarkable. 

It is evident from the above that over 
90 per cent of our army medical officers 
are unqualified and are really medical 
aides and dressers. It is upon their 
shoulders that the medical care of the 
wounded and sick in the Chinese armies 
has to depend. They give first aid treat- 
ment and do whatever they can in treat- 
ing shock and hemorrhage. Their equip- 
ment is of the simplest nature, and the 
supplies and drugs they carry are neces- 
sarily limited in variety and in quantity. 

Transportation facilities anywhere 
near the front lines are now entirely 
lacking. This is a factor necessary for 
the success of guerrilla fighting, but 
very unfortunate for the wounded sol- 
dier. Moving the wounded to properly 
equipped hospitals in the rear has now 
become so difficult that it may take weeks 
for a comparatively short distance. 

There are many field hospitals and 
operating units, organized under the 
auspices of the Medical Department of 
the Ministry of War or by the Medical 
Relief Corps of the Chinese Red Cross, 
but the lack of transportation and the 
long and tortuous nature of the entire 
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fighting front have made it difficult to 
provide this higher type of service to all 
combatants. Many of these units have 
fairly adequate equipment and qualified 
men to do major surgical work. Their 
effectiveness naturally depends upon 
the speed with which the wounded are 
rushed to them. Unfortunately, however, 
their operative work consists mainly 
of incision and drainage of infected 
wounds, amputations and the treatment 
of deformities. 

There are a few figures available to 
show the amount of work done by the 
medical units organized by the Medical 
Relief Corps of the Chinese Red Cross. 
Between January, 1938, and June, 1940, 
the following figures are given: 


X-ray examinations 30,300 
Operations 35,730 
Dressings 3,327,702 
Medical treatments 515,073 


Since 1940, after three years of fight- 
ing, medical conditions have become 
more important than surgery. Com- 
municable diseases, particularly dysen- 
tery and malaria, increased tremen- 
dously. Sporadic cases of smallpox, 
typhoid and cholera appeared, but these 
diseases were easily controlled by vac- 
cines. Diseases of malnutrition also in- 
creased because supplies of food became 
more difficult on account of lack of trans- 
portation or other reasons. The hos- 
pitals had far more medical cases. than 
surgical ones. Beri-beri has become 
much less of a problem since all rice 
supplied to the armies is now unpolished, 
but other deficiency diseases, caused by 
lack or insufficiency of the other vita- 
mins, have been on the increase. 

All of this gives a very gloomy pic- 
ture of the health of the Chinese armies. 
Like all the other services in our armies, 
the medical service strives heroically in 
doing the utmost with the least possible 
equipment and supplies. The only heart- 
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ening feature is the toughness of the 
Chinese soldier. It enables him to bear 
a great deal of pain, and it is remarkable 
to see how nature will take care of a lot 
of conditions, medical as well as surg- 
ical. It is a well-known fact that poor 
surgery under improper conditions can 
do much damage, and I personally have 
seen hundreds of bullet or shrapnel 
wounds heal by first intention without 
receiving any more care than the ap- 
plication of a simple first-aid packet. 

These first-aid packets have been sup- 
plied to every soldier ever since the be- 
ginning of the war. Their contents have 
been changed several times. Some had 
only sterilized cotton or gauze, others 
had iodine or mercurochrome. It is only 
in recent months that sulfanilamide 
powder has been included in some of 
them. 

A great deal of attention has been 
given to the training of the army med- 
ical personnel. Short courses of study 
are provided for the qualified doctors, 
medical aides, nurses and other tech- 
nicians. Too much attention cannot be 
given to this work, which is being under- 
taken under the auspices of the Army 
Medical Administration of the Ministry 
of War. There is a Central Training 
Institute at Kweiyang with branches in 
the different war zones. For the thou- 
sands of medical aides who form the 
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bulk of our army medical force, and 
upon whom the care of the wounded 
and sick soldier depend, the elements of 
surgical and medical care, sanitation 
and preventive medicine are taught in 
these schools. These courses enable 
them to give better service when they 
graduate and return to their army units. 

It is perhaps of interest and gratify- 
ing to the Assembly of the International 
College of Surgeons to know that the 
United States has codperated in this 
training program through the American 
Bureau for Medical Aid to China. Be- 
sides giving financial aid to this pro- 
gram, the Bureau has secured supplies 
and given technical advice of the most 
valuable nature. The American Red 
Cross also has helped, especially in send- 
ing supplies for the use of the units of 
this Medical Relief Corps. 

To conclude, China’s army medical 
service, like the other services in the 
army, has to work under tremendous 
handicaps. After six years of constant 
fighting, the only contribution it can 
boast of is its ability to give the best 
service which it is capable of giving. 
Many hundreds of army medical men 
have died in battle, and while they are 
not in any sense of the word good sur- 
geons, they have given their best and 
thus have contributed towards winning 
of the war. 





on page 401, paragraph 3, line 2; 








ERRATA NOTE 


The Editor regrets that in Dr. Eurico Branco Ribeiro’s article entitled 
“Modification of Sprengel’s Incision in Ideal Cholecystectomy” appearing in 
the July-August, 1943, issue of the Journal, some errors have crept in. 

Cholecystectomy should read cholecystotomy in the title, on page 399, 
paragraph 3, line 1 and paragraph 4, line 7; on page 400, paragraph 6, line 1; 
on page 402, paragraph 7, line 1 and 
on the same page, line 2 under Summary. 

Figs. 11-12 and 19-20 should be reversed. 
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CHINA 
DR. JUI-HENG LIU 





Dr. J. Heng Liu 


E are pleased to present a pen- 
picture of Dr. J. Heng-Liu, who 

was recently elected a Trustee 

of the International College of Surgeons. 
Dr. Liu received his Bachelor’s degree 
from Harvard in 1909, from which he 
was graduated in 1913. At the present 


time he is Head of the Department of 
Medical Supplies, China Defense Sup- 
plies, Inc., Washington, D. C. He has 
been Associate in Surgery, Harvard 
Medical School of China, Shanghai, As- 
sociate Professor of Surgery, Peiping 
Union Medical College, Minister of 
Health and Director-General of the Na- 
tional Health Administration, Surgeon- 
General of the Chinese Army Medical 
Service, President of the Chinese Med- 
ical Association, and Vice-President, 
Health Committee, League of Nations. 

In addition to these activities, he has 
now become one of the editors of the 
Chinese Medical Journal, a publication 
which was suspended for some time be- 
cause of the exigencies of war conditions 
and is now emerging in a new format 
with a splendid editorial staff and a 
promising future in the interests of 
medical advancement and dissemination 
of knowledge pertaining to medicine, not 
only of interest to the Chinese people, 
but medical authorities at large. This 
journal, which has already established 
a reputation, will be weleome again in 
circles of medico-literary activity. 

Dr. Liu is an idealist who is very much 
interested in the activities of the Inter- 
national College of Surgeons. His in- 
gratiating personality has attracted to 
him many admirers. 


HAITIAN CHAPTER 


HE Haitian Chapter of the Inter- 
national College of Surgeons, or- 
ganized on Aug. 29, 1942, under 
the Presidency of Dr. Martial Bourand 





was represented at the Fourth Inter- 
national Assembly by Drs. Elie 8. Vil- 
lard, V. Noel and Martial Bourand. This 
delegation, appointed by the President 
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Haitian Chapter. At rear, left to right: Drs. A. Garnier, M. Armand, L. Maximilien, A. Miot. 
Front row, left to right: Drs. L. Roy, C. Valme, Elie Sd, Villard, J. Thebaud, M. Bourand. 


of the Haitian Republic to attend the 
Assembly, brought back an enthusiastic 
report to the Haitian Chapter. 
Particular mention was made of the 
talks on shock treatment by Commander 
W. B. Hogan, organization of surgical 
service in the Soviet Army by Professor 
Lebedenko, cranial trauma by Dr. R. 
Rudolph Jaeger, bone reconstruction by 
Dr. Fred H. Albee, treatment of frac- 
tures by Capt. Shaad, circulation in 
shock cases by Dr. Jablons, treatment of 
burns by Comdr. Ralph C. Pendleton, 
heart lesions by Dr. André Crotti, and 
the effects of trauma on abdominal vis- 
cera by Dr. Wm. Seaman Bainbridge. 
On the last day of the Assembly, June 
16, Dr. Martial Bourand spoke on “Auto- 
pyotherapy in General Surgery and 
Kventually in War Surgery.” Present 
on this occasion were Dr. Desiderio 


Roman, Dr. André Crotti and Dr. Max 
Thorek, as well as Dr. Rulx Léon, 
Haitian Consul General at New York 
and former Director General of the De- 
partment of Hygiene and Public Health. 
Dr. Bourand spoke in French, but copies 
of his speech in Spanish and English 
were distributed among the audience. 

Dr. Roman praised the presentation 
of Dr. Bourand, stating that it opened 
new surgical and biologic horizons. Drs. 
Crotti, Elie S. Villard and Noel also 
commented favorably. 

Dr. Bourand was elected to the Board 
of Trustees of the International College 
of Surgeons on this occasion. Before his 
return to Haiti he made two trips to 
Philadelphia, where he also spoke at the 
Pan American Medical Association, at 
the invitation of Drs. Chevalier Jackson 
and Desiderio Roman. 


MEXICAN CHAPTER 
MEXICAN CHAPTER CONFERS DIPLOMAS ON NEW MEMBERS, OCT. 25, 1943 


HE Mexican Chapter of the Inter- 
national College of Surgeons met 
on Oct. 25, 1948, at 9 P.M. in the 
Salon de Actos of the Faculty of Medi- 





cine of the National University of Mex- 
ico on the occasion of the conferring of 
diplomas on new members, Presiding 
at the ceremony were Dr. Gonzalo 
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Dr. Gonzalo Castafieda presiding at meeting of the Mexican Chapter of the International College of Surgeons, 

Oct. 25. 1943. At his right, Drs. Gustavo Argil, Director of the Faculty of Medicine, Francisco Fonseca, Secretary 

of the Chapter, and Avelino Gavaldén Salamanca; at his left, Dr. Manuel A. Manzanilla, International Vice- 
president of the College; at extreme right, Dr. Miguel Lépez Esnaurrizar, National Regent. 


Castaneda, F.I.C.S. (Hon.), President Director of the Faculty of Medicine, who 
of the Chapter and National Regent, on this occasion received the rank of 
in company with Dr. Gustavo Argil, Fellow Honoris Causa, Dr. Manuel A. 


Dr. Manuel A. Manzanilla, International Vice-president of the College, confers the medal and diploma of Fellow 
Honoris Causa on Dr. Gustavo Argil, Director of the Faculty of Medicine, National University of Mexico. 
Center, Dr. Gonzalo Castafieda. At right, Dr. Miguel Lépez Esnaurrizar. 
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Class of 1917-1922 of the National University of Mexico. 


Manzanilla, F.I.C.S. (Hon.), Interna- 
tional Vice-President and Regent of the 
Chapter, Dr. Miguel Lopez Esnaurrizar, 
F.1.C.8S. (Hon.), Treasurer and National 
Regent, and Dr. Francisco Fonseca, 
National Secretary and Special Regent. 

The ceremony was opened by the fine 
music of the Classical Quartette of the 
National University of Mexico. Con- 


Commemorative reunion of the Class of 1917-1922 of the National University of Mexico in the Salén de Actos 
of the Faculty of Medicine, Dr. Gonzalo Castafieda presiding. 


ferring of the degree of Fellow Honoris 
Causa on Prof. Argil, Director of the 
Faculty of Medicine, in recognition of 
his scientific accomplishments and 
progressive and inspiring work on the 
Faculty in furthering surgical ideals, 
especially in the field of teaching, so 
much stressed by the College, followed. 
Prof. Manzanilla presented Dr. Argil 
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with the medal, reminding him that both 
were members of the University Med- 
ical Class of 1917-1922, which had just 
celebrated its Twentieth Anniversary, 
and from which the College drew so 
much cordiality and dynamic spirit of 
service toward the University, which it 
gratefully recognized as its Alma Mater. 

Professor Argil expressed his satis- 
faction at having participated in further- 
ing the advancement of the Faculty of 
Medicine and all the Mexican societies 
which work for the greatness of medi- 
cine and surgery. He referred particu- 
larly to the Mexican Chapter of the 
International College of Surgeons, which 
had performed so valiantly the task of 
promoting international scientific ex- 
change with Mexico, under the direction 
and auspices of the Faculty. He mani- 
fested great pleasure at the acquisition 
of a closer relationship in the College 
with the beloved teacher, Dr. Castaneda, 
and his classmates, thanking them for 
the honor conferred upon him by the 
College. Dr. Argil spoke of the joy it 
gave him to have received this honor 
from Dr. Manzanilla, to whom he was 
bound by so many ties of recollection 
and friendship. 

Dr. Castaneda spoke of the ideals of 
the College and the close affiliation be- 
tween the Faculty and the College, affec- 
ticnately recalling many of his former 
students, especially those of the class of 
1917-1922, among them several who were 
then received into the Fellowship of the 
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College, namely: reLLows: Dr. P. B. 
Molina, Dr. Carlos Malabehar Peja, 
Dr. Roberto O. Romero, Dr. Salvador 
Lépez Herrera, Dr. José de la Fuente 
Riveroll, Dr. Alberto Rendén Peon, Dr. 
Alberto Enriquez Siquieros, Dr. Luis 





Dr. Gustavo Argil, Director and Member of the Class 

of 1917-1922 of the National University of Mexico, 

unveiling commemorative plaque in the Faculty of 
Medicine. 


Raul Flores and Dr. Gustavo A. Uruch- 
urtu; MEMBER: Dr. Ratil Davila G. (pro- 
motion) ; ASSOCIATE MEMBER: Dr, Xavier 
Romo Diez. 


CELEBRATION OF TWENTY YEARS OF PROFESSIONAL SERVICE 


HE celebration of twenty years of 
professional service of ten out- 
standing physicians of Mexico 
City, among them Drs. Manuel A. Man- 
zanilla, F.1.C.S. (Hon.), Miguel Lépez 
Ksnaurrizar, F.1.C.S. (Hon.), and Gus- 
tavo Argil, F.I.C.S. (H.C.) was solem- 
nized in the church of Santo Domingo 
on Oct. 23, at 10:30 a.m. 





Other physicians so honored were: 


José Perches Franco 
Felipe Aceves Zubieta 
Roberto Esquerro Peraza 
Carlos Malabehar 
Francisco del Rio Caneda 
Ignacio Vertti Suarez 
Adan Velarde Oaxaca 


Father Mariano Navarro, O.P., was 
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celebrant of the mass and T’e Deum 
which were the culmination of this au- 
spicious occasion. 

The International College of Sur- 


geons extends its wishes for a long con- 
tinuation of the professional careers of 
Drs. Manzanilla, Esnaurrizar and Argil, 
as well as those of their colleagues. 


TURKEY 


DR. FAHRI AREL, NEW DEAN OF MEDICAL FACULTY OF ‘THE 
UNIVERSITY OF ISTANBUL 


R. Fahri Arel, F.I.C.S. (Hon.) 
1D) has been appointed Dean of the 

Medical Faculty of the Univer- 
sity of Istanbul. After training in the 
Surgical Department of the University 
of Geneva (Switzerland) and Leipzig 
(Germany), he became Chief of a Divi- 
sion of Surgery at the Haseki Hospital 
in Istanbul. 

In 1933 he was appointed Instructor 
of Surgery and in 1940 Associate Pro- 
fessor of Surgery in the First Surgical 
Clinie of the University of Istanbul. 

Fellows of the International College 
of Surgeons will recall the excellent 
paper on bone grafting which Dr. Arel 
read at the Second International As- 
sembly in New York in 1939, 

His scientific writings consist of works 
on orthopedic and gastric surgery. He 


is the author of a monograph on Surgi- 
cal Treatment of Bronchiectasis and co- 
author of a Turkish textbook on Surgi- 
cal Pathology. 

Dr. Arel is co-editor of the Archiv of 


the Medical Faculty of Istanbul. 


It will be recalled that Dr. Arel was 
closely associated with Prof. Rudolph 
Nissen, F.I.C.S. (Hon.), while the latter 
was head of the Department of Surgery 
at the University of Istanbul (Turkey) 
after a brilliant career at the Sauer- 
bruch Clinic in Berlin. Dr. Nissen is now 
following his surgical work in New York. 
It was through Dr. Nissen’s influence 
that the Turkish Chapter of the Interna- 
tional College of Surgeons has been 
founded, and it was he who disseminated 
the ideals of the College in. European 
centers of learning. 


UNITED STATES CHAPTER 


DR. DESIDERIO ROMAN, PRESIDENT OF INTERNATIONAL COLLEGE 
OF SURGEONS, FETED; FIFTY YEARS OF PROFESSIONAL ACTIVITY 


N January 11 Dr. Roman was 
honored with the following testi- 
monial at a special luncheon 

given by the Pennsylvania State Medical 
Society : 

“The First Councillor District of the 
Medical Society of the State of Pennsyl- 
vania presents this testimonial to Dr. 


Desiderio Roman in recognition of fifty 
years of medical service faithfully per- 
formed in his community in the tradi- 
tional ideals of the medical profession.” 

The occasion was momentous, inspir- 
ine and stimulating. We extend our 
heartiest congratulations to our learned 
and devoted standard bearer. 
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Chemotherapy of Gonococcic Infections. Russell D. 
Herrold, B.S., M.D. Associate Professor of Surgery 
(Urology), College of Medicine, University of IIl- 
inois, Chicago, Ill. 137 pp. $3. C. V. Mosby Com- 
pany, St. Louis, 1943. 


N THIS monograph, Herrold brings up to date the 
I data that have proved valuable in the management 

of gonococcie infection through the use of chemo- 
therapy, based on a personal experience of some 1800 
cases treated within the last two years. The amazing 
progress that has taken place in this field may be 
judged by the fact that the author discusses the 
relative merits of the five day and seven day cure- 
rates, whereas it seems only yesterday that we thought 
we were doing wonderfully wel] if we cured our cases 
in six to ten weeks without complications. 

At present, says the author, there’s no place for sul- 
fanilamide in the treatment of gonorrhea. Sulfa- 
thiazole is considered the drug of choice, with sul- 
fadiazine a close second. The question of dosage is of 
primary importance, the aim being to obtain the 
largest percentage of cures through one short course 
of treatment with a minimum daily and total dosage. 
Lack of scrupulous care in the matter of dosage may 
induce reactions which may be severe enough to 
terminate fatally. 

For new infections, Herrold recommends the ad- 
ministration of 4 gm. daily in four divided doses for a 
period of five days. If there is a favorable clinical 
response with no discharge and both urines clear, 
observe clinically for one week; if there is no clinical 
activation following chemotherapy, proceed with de- 
termination of cure. Greater accuracy and care in 
microscopic examinations and culture methods are 
urged in this connection. 

The carrier state, following chemotherapy, is fully 
recognized as being more resistant to activation than 
such conditions in the pre-sulfonamide era; but more 
knowledge is needed regarding the mechanism of 
eventual cure in the carrier type of case. It is pos- 
sible that the drug produces a decrease in the invasive 
power of the gonococeus and eventually through the 
antigonococcie influence of the natural forces of the 
body, the gonococci are eradicated. 

For refractory cases, which resist a second course 
of treatment, fever therapy combined with sulfathia- 
zole to sulfadiazine, or vice versa, may be effective 
in some cases. 

Further observations are necessary to determine 
whether sulfadiazine is less likely to sensitize pat*~ ts 
than sulfathiazole. Extensive nervousness observed 
in patients taking sulfadiazine suggests that this drug, 
like its predecessors, presents certain hazards involv- 
ing the nervous system, particularly in patients en- 
gaged in activities in which their personal safety and 
that of others are dependent on a normal mental 
status, such as aviators and others engaged in public 
or private transportation. 

Local treatment is a definite aid in some refractory 
tases, probably due to the stimulation of the mucous 
membrane and possibly of its adjacent ducts. In some 
cases, good results have been obtained by combining 
sulfathiazole with gonococcic vaccine. 
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The author stresses the possibility of complications 
in the urinary tract which may develop during the 
treatment. The urine should be scrutinized for the 
presence of crystallization of the drug, microscopic 
hematuria and albuminuria. This is especially im- 
portant in patients with marked reduction of kidney 
function, The various possible complications are con- 
sidered in detail, all pointing to the fact that while 
the treatment of gonococcic infection with the sulfa 
products may be clinically amazing and epoch-mak- 
ing, it nevertheless constitutes a hazard of no mean 
proportions. Safety demands a daily appraisal of 
subjective symptoms and a routine examination of all 
possible objective signs of drug toxicity. Even with 
the less toxie sulfonamides, there is still a small per- 
centage of patients who are too hypersensitive to the 
drug to permit an adequate concentration in the tis- 
sues for effective clinical results. In these patients 
other measures must be resorted to. 

There are excellent chapters devoted to the deter- 
mination of cure, infections in women and children, 
epidemiology and investigative problems; and the book 
ends with a long series of illustrative case histories 
which are well worth pondering. There is a_ fine 
bibliography. 

The volume is a most timely and useful contribution 
to urologic literature and should be studied by all 
physicians who undertake to treat gonococcie infec- 
tions. In the opinion of this reviewer, the hazards of 
the gonococcic process have been largely eliminated 
by chemotherapy, but in their stead we have the per- 
haps greater hazards inherent in the new treatment. 
The most careful attention to clinical details is neces- 
sary if we would take advantage of their clinical 
effectiveness without incurring the risks of their 
toxicity. This volume carefully appraises these risks 
and shows how they can be minimized. The author 
is to be congratulated on this work—a difficult task 
well done. 





A. L. WOLBARST 


Trail to Light: A Biography of Joseph Goldberger. 
Robert P. Parsons. 353 pp. $3. Bobbs-Merrill Co., 
Indianapolis, 1943, 


OSEPH Goldberger, internationally known bac- 

teriologist and benefactor of mankind, has been 

the subject of many works. Joseph Goldberger, 
the man, has remained in obscurity until Dr. Parsons 
shed light on his personality, his characteristics and 
home life in his useful and interesting work on Joseph 
Goldberger, the man, the friend, the investigator and 
the scientist. 

The author devoted much time to the study of Gold- 
berger’s life, collected information from authoritative 
sources such as Goldberger’s wife, relatives and associ- 
ates in the National institute of Health. During the 
influenza epidemic of 1918 he met Goldberger in per- 
son. Dr. Parsons has skillfully portrayed Goldberger 
in his private and social life, related hitherto unknown 
facts of his life and included a number of letters 
which reveal Goldberger’s personality. 

On pages 337-344 appears a complete biography of 
the works of Dr. Goldberger. Dr. Solomon R. Kagan, 
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the historian, had already published the same _ biog- 
raphy of Dr. Goldberger in Medical Life, September 
1933, pages 440-445. 

Its excellent style and logical arrangement make 
this a valuable addition to biographical literature. 
The book is printed on good quality paper and beauti- 
fully bound. It deserves a place in the library of both 
physician and layman. 

S. R. Kagan. 


The Story of Medicine. Victor Robinson, M.D. 564 
pp. The New Home Library, New York, 1943. 


who did pioneer work in the popularization of 

the history of medicine by correlating medical 
progress with economic, artistic and philosophic con- 
ditions that obtained in each period, and also by in- 
troducing the element of humor and wit into his 
writings. 

This comprehensive book, The Story of Medicine, 
covers many important epochs in the development of 
medicine. It presents masterly descriptions of medi- 
cine in the Stone Age, in Ancient Egypt, in Ancient 
Greece, Greek medicine in Alexandria and Rome, Ara- 
bian medicine, European medicine in the Middle Ages, 
medicine in the Renaissance, in the seventeenth and 
eighteenth centuries, modernization of medicine, medi- 
cine in America, especially in its sociologic aspects. 
The volume supplies an accurate history of medicine 
of the people the world over from the Stone Age to 
the present time. 

Written in a vivid style, this book is recommended 
as pleasant and instructive reading to professional 
and layman. 


D* ROBINSON is a veteran medical historian 


S. R. KAGAN. 


Pioneers of Pediatrics. Abraham Levinson, B.S., 
M.D., Assistant Professor of Pediatrics, North- 
western University Medical School; Professor Pedi- 
atrics, Cook County Graduate School of Medicine; 
with foreword by I. A. Abt. Ed. 2. $2. Froben 
Press, New York, 1943. 


HE author has presented in this volume a vast 
amount of interesting and instructive material 
on the medical achievement of the pioneers in 
pediatrics, all the way from the Greco-Roman period 
(the fourth century B.c;) to the present time. The 
author followed the rule of multum in parvo, and 
described the main work of a great number of medical 
men who directly advanced the knowledge of pedi- 
atrics or paved the way for the development of child 
hygiene. 

Dr. Levinson, being a noted pediatrician and med- 
ical historian, has succeeded in giving a clear picture 
of the pioneer work done in the field of pediatrics by 
representatives of the medical profession the world 
over, including Americans. The presentation of pio- 
neer work in pediatrics usually requires voluminous 
books, but the author skillfully selected the most im- 
portant ones and gave a bird’s eye view of the ad- 
vancement in this field by pediatricians as well as 
other scientists. He has selected many of the original 
descriptions of disease and gave them in condensed 
form, which constitutes a valuable addition to the 
book. 

Of great interest are also the twenty-nine illustra- 
tions given in this remarkable volume. A bibliography 
of source material dealing with the history of pedi- 
atries is also included at the end of the book, which 
affords the student who wants to dig further into 





the history of pediatrics an opportunity to broaden 
his knowledge. 

The book is a real contribution to the history of 
medicine in general and to the history of pediatrics 
in particular. 

S. R. Kagan. 


History of Surgery. Richard A. Leonardo, M.D., Ch. 
M., F.I.C.S. 600 pp., 100 pl. $7.50. Froben Press, 
New York, 1943. 


of surgery through the ages on all continents re- 

veals extensive research by Leonardo. Contri- 
butions from allied physical and biological sciences 
and arts are included in the 56-page bibliography, 
many of whose references are not found in the Quar- 
terly Cumulative Index Medicus. 

The discussion of Hindu surgery discloses that the 
Hindus practiced preoperative preparation by diet in 
abdominal operations, as well as the use of anesthesia. 
Insensibility was produced by wine, Indian hemp and 
a drug called Samohini. Application of foreeps in 
difficult labor, craniotomy and Cesarian section were 
known to the Hindus. 

Early Japanese surgery was largely copied from 
Chinese practices. During the Heian period, 784-1186 
A.D., incisions of abcesses, cauterization of ulcers 
and dog bites, abdominal surgery, suturing of intes- 
tinal wounds with threads from the bark of the mul- 
berry tree and operative treatment for atresia of the 
vagina were known. 

Erasistra, Celsus, Galen, Oribassius, Paul, Paracel- 
sus, Vesalius and Avicenna are all properly listed 2s 
early surgeons, a classification occasionally lost from 
view. 

Some omissions should be noted: p. 371, the Badi- 
anus Manuscript, 1552, translated by Emily Emmart 
in 1940; p. 332, the Leeuwenhoek Letter of 1676; p. 
442, performance of suprapubie cystotomy in 1556 by 
Pierre Franco and perineal prostatectomy in 1639 by 
Covillard; p. 442, successful use of the intraurethral 
method of enucleation of the hypertrophied lobes by 
Paré in 1575, Civial in 1603, La Faye in 1726, Mer- 
cier in 1836, Guthrie in 1834, and the electro-cautery 
incision by Young in 1902. 

An exhaustive discussion of the surgical specialties 
with a section on surgical societies and specialty 
Boards stresses coéperation in the development of 
surgery by the American College of Surgeons, the 
American Board of Surgery and the International 
College of Surgeons. 

This amply and well-illustrated book could only be 
written by a surgeon, scholar and bibliophile. It 
should be placed on the library shelf alongside of 
Billings. The author and publisher are to be con- 
gratulated for producing a work of merit during the 
War. 


Tors comprehensive history of the development 


W. J. CARSON. 


Medical Clinics of North America. New York num- 
ber, Vol. 27, No. 3, May, 1943. Symposium on 
Infectious and Tropical Diseases. W. B. Saunders 
Co., Philadelphia. 


HIS symposium on infectious and tropical dis- 
eases is a compilation of 20 monographs by au- 
thorities in New York and vicinity. They cover 
various diseases which are appearing in the United 
States following our participation in a global war. As 
a larger military personnel is sent to the tropics, the 
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necessity for becoming thoroughly acquainted with 
the characteristics of these diseases is paramount 
not only for the physician in the medical corps, but 
also to the one who remains at home. Therefore the 
appearance of this number of the Medical Clinics is 
timely. NEE 


A Short Practice of Surgery. Hamilton Bailey, 
F.R.C.S.. Surgeon, Royal Northern Hospital, Lon- 
don, and R. J. MeNeill Love, M.S., F.R.C.S., 
Surgeon, Royal Northern and Metropolitan Hos- 
pitals. Ed. 6. 1033 pp., 922 illus. 36s. H. K. Lewis 
& Co., Ltd., London, 1943. 


rTRHE latest edition of this classical work will be 
[ wetecomed by all surgeons. This work has been 
brought up to date in every respect. 

World War IT has brought about changes in therapy 
and in individual interpretation which are embodied 
in this work in a masterly manner. The book is re- 
plete with informative material. 

Special attention is given to injuries to the nervous 
mechanisms. The nature of the authors’ contributions 
to continental surgical practice is well known in the 
United States. It is remarkable how much they have 
included in so limited a space. 

The printing and paper harmonize with the excep- 
tionally fine context of the book. 

1 ed 


Dental Vocabulary. English-Spanish, Spanish-Eng- 
lish. Joseph S, F. Marie. 159 pp., 3 illus. $4. 
Jacques Cattell Press, Lancaster, Pa., 1943. 


HIS practical vocabulary of dentistry which em- 
braces also a limited number of medical terms, fills 
a long-felt need. In the foreword, Dr. L. 8. Rowe, 
Director-General of the Pan American Union, states 
its importance “in fostering closer relations between 
the members of the dental profession in different see- 
tions of the Western Hemisphere.” 
This painstakingly prepared volume provides clear, 
intelligible translations of difficult scientific terms. A 
few errors in medical terminology show that proof 


BOOK REVIEWS 





83 


might have been more carefully read; for instance, 
Graves’ disease is erroneously listed as “Grave’s 
disease.” 

The inclusion of common prefixes and suffixes is a 
valuable means of increasing the vocabulary. The 
single-word translations used in most cases make the 
volume a time-saving reference work. Listing of 
numerous genera of a word is particularly helpful, 
i.e., 32 kinds of acid appear beneath the word in the 
Spanish-English section, 29 in the English-Spanish 
section. Fifty-four phrases containing the word diente 
are given in the Spanish-English section. 

Three illustrations of the mouth and teeth, with 
legends in both English and Spanish, are helpful. 

MY. 


Essentials of Gynecology. Willard R. Cooke, M.D., 
Professor and Head of the Department of Ob- 
stetrics and Gynecology, University of Texas. 475 
pp., 197 illus. $6.50. J. B. Lippincott Co., Phila- 
delphia, 1943. 


S THE name implies, the text has adhered main- 
ly to the practical exhibit of the essentials of 
gynecology; very little time is wasted on theo- 

retical arguments. Anatomy, microscopic pathology, 
symptomatology and therapy of gynecology are ably 
presented. 

Chapter I, dealing with Anatomy, presents the ex- 
cellent drawings of Pahma and Amreicht, which are 
difficult to improve upon. The line drawings, although 
they do emphasize the point under discussion, are 
very sketchy. The book is enhanced by actual photo- 
graphs of pathologie specimens. 

Chapter XVII, which deals with pre- and postop- 
erative cases, has been very well handled. 

The more commonly useful operations are presented 
in Chapter XVIII in step-by-step order. It is un- 
fortunate that simple sketches do not accompany 
these steps. 

The reading matter is very well presented. On con- 
troversial subjects the author always gives other 
viewpoints than his own. This fine book should be 
useful to student and practitioner alike. 

el ig 





Correction. The editors express re- 
gret that the names of Dr. Gunnar Jel- 
strup, F.LC.S., Denver, Colorado, and 
Dr. Joseph Paul Alvich, F.1.C.8., Bronx, 
New York, have been inadvertently left 





out by the printer on the roster of United 
States Chapter members in the Proceed- 
igs of the International College of 
Surgeons of the Third International 
Assembly held in Mexico City. 
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